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Tlic World Health Organization isa specialized agcnc> ofilic United Nations with primary 
re*ponsibilil> for international health matters and public health. Through this organization, 
which was created in 1948. the health professionals of some 165 countries exchange their 
knowledge and experience with the aim of making possible the attainment b\ all citi/cns of the 
world bj the >ear 2000 of a level of health that will permit them to lead a sociall> ana 
economical!} productive life, 

B\ means of direct technical cooperation with us Member Slates, and b> stimulating such 
cooperation among them, \VI iO promotes the development of comprchcnsi\ e health services, 
the pretention and control of diseases, the impro\cmcnl of cnuronmcntal conditions, the 
development of health manpower, the coordination and doclopment of biomedical and 
health sen ices research, and the planning and implementation of health programmes. 

These broad fields of endeavour encompass a wide > ariety of activities, such as developing 
s\stems of primary health care that reach the whole population of Member countries, pro- 
moting the health of mothers and children „ combating malnutrition , controlling malana and 
other communicable diseases including tuberculosis and leprosy, having achiocd the eradi- 
cation of smallpox, promoting mass immunization against a number of other preventable 
diseases, improving mental health; providing safe water supplies; and training health per- 
sonnel of all categories. 

Progress towards better health throughout the world also demands international coopera- 
tion insuch matters as establishing international standards for biological substances, pesticides 
and pharmaceuticals; formulating environmental health criteria; recommending interna- 
tional nonproprietary names for drugs, administering the International Health Regulations; 
re\ ising the International Classification of Diseases. Injuries, and Causes of Death; and col- 
lecting and disseminating health statistical information. 

Further information on man\ aspects of WHO'S work is presented in the Organization's 
publications. 
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Preface 



In 1 978. the WHO/UNICEF International Conference on Primary Health 
Care, in Alma-Ata. recommended that primary health care should be consid- 
ered the key to the achievement of WHO's goal of health for all by the year 
2000, This recommendation has far-reaching implications for the practice of 
nursing and for nursing education. Increasingly, the nursing profession is 
faced with the questions; how can nursing most effectively meet the health 
needs of the population, what changes are needed in nursing education, and 
how can the necessary 1 changes best be effected? 

This guide attempts to answer these questions in so far as thev impinge on 
basic nursing education. It describes a systematic procedure for reviewing a 
nursing curriculum, deciding what changes arc needed, and developing and 
implementing a plan for bringing about these changes. It also examines the 
techniques that should be used to e\ aluatc the plan and to determine how far 
the re\ ised curriculum meets the criteria that it should be relevant to the 
health needs of the community and should prepare nurses for effective prac- 
tice in communiiy-oriented nursing based on primary health care. 

An important premise of the guide is that educators alone cannot bring 
about the needed change in schools of nursing or in any educational system. It 
is also necessary to in\ olve. for example, ministries of health, the legislative or 
regulatory bodies that set the rules and regulations for nursing education, 
health professionals, and community health consumers. Most important, it is 
essential that the nursing profession be committed to the need for change in 
nursing education and practice, and that nurses themselves become more 
actively involved in the change process. 

In order to demonstrate how the guide may be ufied to examine and revise 
a curriculum. Annex 2 presents a report from one particular school of nursing, 
which shows clearly how the starfadaptcd the guide to make it relevant to the 
school, the local area, and the country. It should be borne in mind that, to 
achieve its potential, the guide must be adapted in such a way: it is not 
intended to be a directive. 

The guide is the result of extensive collaboration and cooperation bctv.een 
many people and nursing institutions in several countries. It has been tested, 
rew ritten, and retested in different schools of nursing by many hundreds of 
educators (nurses and non-nurses alike) involved in teaching in basic nursing 
education programmes. Critical comments have also been received from 
WHO staff members, both at headquarters and in the Regions. All these 
people have contributed useful ideas and practical suggestions, many of which 
have been incorporated in the final version. 

* 

The World Health Organization is particularly grateful to Dr Doris 
Roberts. Nursing Consultant. Maryland. USA. who prepared the initial draft. 
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hi Dr Vera Maillart. Nursing Consultant. Rome, Italy, and Dr Virginia M. 
Ohlson. Assistant Dean. Ofllce of International Studios. University oflllinois 
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Introduction 



The Concept of Primary Health 
Care 

The World Health Organization and its Member 
States are committed to the primary health tare 
approach to achieve the goal of health for all bv the 
>ear 2000. 

The Declaration of Alma-Ata 1 defined primary 
health care as "...ouvi/m/ health tare based on 
practical, scientifically sound and socially accept- 
iihU i)4Ctlh*l\ and UxhiaJoxy made tumersaih 
accessible t(* individuals and families in thecommu- 
tut h through their full participation and at a toyt (hat 
the community and country can afford to maintain 
at c\cr\ stain of their development in the spirit ot 
self-reliance and self-determination". 

Five principles underlie this definition, equitable 
distribution, community participation, focus on 
prevention, appropriate technology, and a multi- 
sectoral approach. Put simply, these principles 
imply that: 

• health care services should be equally accessible 
to all: 

• there should be maximum individual and com- 
munity involvement in the planning and opera- 
tion of health care services: 

• the focus of care should be on prevention and 
promotion rather than on cure. 

• appropriate technology should be used. i.e.. 
methods, procedures, techniques and equipment 
should be scientifically \alid. adapted to local 
needs and acceptable to users and to those for 
whom they are used: 

• health care is regarded as only a part of total 
health development -other sectors, such as edu- 
cation, housing, nutrition, are all essential for the 
achievement of well-being. 



1 WnRin HfrM.Til Orc.*mmtiov Alma Ma tV.s Pnman 
health <arc Gene\a. N78 {"Health for All" Series. No. 1 1 
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Within this framework, the eight essential el- 
ements of a primary health care service are: 

• education concerning prevailing health problems 
and methods of preventing and controlling 
them: 

• promotion of food supply and proper nutri- 
tion: 

• the provision of safe water and basic sanita- 
tion: 

• maternal and child health care, including family 
planning: 

• immunization against the major infectious dis- 
eases: 

• prevention and control of locally endemic dis- 
eases: 

• appropriate treatment of common diseases and 
injuries: and 

• provision of essential drugs. 

These fundamental principles and elements of 
primary health care constitute a conceptual frame 
of reference that inevitably affects not only the 
planning, organization, and delivery of health care, 
but also the professional education and training of 
those who deliver such care. To put these concepts 
into practice, primary health care requires: 

• the involvement of individuals, families, and 
communities in all phases of planning, organiza- 
tion, and management of their health care, 

• the planning and coordination of health-related 
activities in collaboration with the social and 
economic sectors to achieve a better quality of 
life: 

• the application of scientifically sound technology 
appropriately adapted to the social, cultural, and 
economic development of the community and 
directed towards: 

iai progressive, comprehensive health care for 
all, and 

fb) priority care for high-risk groups: 
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• the Mailing of primar) tare referral services with 
an appropriate mix of health workers, 
including; 

*ti* phvsicians. nurses, midwi\es. auxiliaries, 
technicians, eommunilv workers, and tradi- 
tional practitioners, and 

/< intra- and inieidisaplinary teams to prov ide 
guidance, instruction, referral sen ices, and 
consultation. 

Training Nurses for Primary 
Health Care 

Since nurses provide, and will undoubted!} con- 
tinue to provide a large pan of health care in most 
countries, their trainingand role in health care must 
be enlarged and enriched. To do so a shirt m 
emphasis must take place, and teaching and 
learning must be adapted so that graduates of basic 
schools of nursing are no longer prepared almost 
t'u7w\n*7r for curative care of hospitali/ed indi- 
viduals; the emphasis must shift to acquiring the 
knowledge and skills most relevant to the health 
care needs of the eommunilv and this must be 
accompanied bv u corresponding change in profes- 
sional attitudes. 

The reorientation of basic nursing education is 
more difficult to achie\e in long-established pro- 
grammes than it is m newlv developing ones. How- 
ever, the basic principles in effective change applv 
to both situations. What is needed is a critical 
review of the existing programme followed bv a 
planned progressive modification of the curriculum 
so that nursing graduates are able to: 

• provide preventive, curative, and rehabilitative 
care to individuals, families, and groups within 
the eommunilv ; 

• extend primarv health care to all sections of the 
eommunilv; 

• train and supervise health workers in primar) 
health care at the eommunilv level; 

• work ciVeclivelv with health teams, and 

• collaborate with other sectors concerned with 
socioeconomic development. 

Purpose of the Guide 

The aims of this guide arc to: 

• prov ide information about the concepts and pro- 
cesses essential in developing a bask nursing 



education programme oriented towards primarv 
health care and eommunilv health. 

• propose a methodology for reviewing existing 
programmes so as to identifv the changes 
needed; 

• stimulate ideas for planned progressiv e change in 
nursing education in the direction of the health 
care of individuals, families, and groups in the 
community. 

The guide is inn directed towards the develop- 
ment of a total curriculum plan nor does it pretend 
to coverall the courses normally included in a basic 
nursing curriculum. It presents onl> the concepts 
and experiences that are calculated to make nurses 
more aware of the larger health needs of the eom- 
munilv and to increase their abilitv to help satisfy 
these needs. It describes a foundation for effective 
basic nursing practice based on the primary health 
care approach to eommunilv health. 

The guide is addressed to: 

• heads of programmes and teachers in basic 
nursing education programmes, who are 
expected to be the primary users; 

• authorities concerned with professional educa- 
tion and personnel responsible for manpower 
planning: and 

• administrators and supervisors of health ser- 
v ices. 



Format of the Guide 

The guide first presents selected basic concepts 
and general characteristics of primary health care as 
these relate to the education of nurses for the prac- 
tice of eommunilv -oriented nursing. It then sets out 
in detail the four phases of curriculum review and 
development needed to brin^ the educational pro- 
gramme into line with the new concepts. These lour 
phases are: 

•.review ol the existing educational programme; 

• development of iae plan for change; 

• implementation of the plan, and 

• evaluation of the changed programme 
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Community-oriented nursing in primary 
health care: basic concepts and general 

characteristics 



Nursing education is c ruu.il lu keeping nursing 
practice rele\ani to ihe health needs and expecta- 
tions of society. While feu schools of nursing are 
unaware of ihe new concepts m nursing practice 
jusing from pu ssing social demands for health and 
health care, the maiority of schools have done little 
to bring their educational programmes m line v\nh 
the primary health care approach to community 
health. they still prepare Mieir students for the tra- 
ditional nursing role, hut include selected commu- 
nis health care concepts in Mime areas of study. 

Nursing care within most health care systems 
tends to concentrate on the indi\ idual patient, with 
lamily and community being considered only in 
terms of their influence on patient care. This ten- 
dency arises from the affiliation of schools of 
nursing to hospitals, where students gain most, if 
not all, ol their clinical experience. Nursing practice 
m hospitals tends to promote the study and devel- 
opment of skills in. 

• a one-to-one care relationship. 

• care ol the acutely ill and severely disabled. 

• secondary tertiary prevention. 

• specialization in clinical entities. 

I he lamih and community may sometimes be 
seen as representing the source of the patient's 
problem i»r as a contributory cause, and they may 
be consulereo *»senual to its resolution, lor the 
most pan. however, the primary responsibility of 
nurses is for the health and welfare ol the patients 
under their care 

I- \ en when services are provided in out-of-hos- 
pital settings, any assessments of lamiiy and coni- 
mumty health that the nurse may be called upon to 
make are usually planned In mi the perspective of 
the individuals rather than that ol the gmups to 
which they belong 

Community-oriented Nursing 

In community -oriented nursing, the onccpts of 
primary health care are integrated into nursing 

er|c 



pruclhc at all levels— home, dispensary, health 
centre, hospital. In providing health care, whether 
tti individuals, the family, or the community, the 
nurse is expected to employ three processes— 
assessment of needs, planning and implementing 
the measures required, and evaluation of the effec- 
tiveness of ihe care provided. These three processes 
arc discussed in greater detail on p. 10 and in Annev 
L 

Other responsibilities of ihe nurse include. 

— eneouiaging the community to particpatc 
ihttitir in ihe development and implementa- 
tion ol health services and in health education 
programmes; 

— workinginpartnershipwiththccomnumity and 
with families and individuals; 

— helping families become responsible for their 
ow n health by teaching them elementary health 
concepts and self-care techniques; 

— proMdmg guidance and support to other pri- 
mary health care workers m the community, 
and 

— coordinating health-related community devel- 
opment activities with those responsible lor 
social and economic programmes 

Community. -oriented nurvng provides suppor- 
tive, nurturing, and therar Jtie care not only to 
mdiv idujk but also to their families and commu- 
nities. The nature and characteristics of nursing in 
community health care serv iees. within the concep- 
tual framework of primary health care, are given 
below. 

• < miimunily -oriented nursing incuses on {he 
needs, health problems, and resources ol the 
community through. 

a periodic analysis of the causes and distribu- 
tion of common health problems and disabil- 
ities in the area; 

continuous updating oi nursing functions in 
the prevention, treatment, andconirol of pre- 
vailing health problems cthis includes case- 
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finding), i.i consonance with defined heahh 
policies and priorities, and 
planning and reviewing bask and post«basic 
nursing preparation to develop and expand 
the knowledge and skills required to deal 
cflccii\cl\ with community needs. 

• t ommunitv-orienied nursing requires an orderly 
assessment of the accessibility of primary health 
van. u» ail members of the community, and the 
adoption of strategies for attainingcompleie cov - 
erage as quickly as possible including: 

J identification of groups and geographical 
areas where health care is cither not available 
or not of an acceptable standard; 

'* extension of nursing services as required to 
prov ide basic health care to all. especially to 
the neglected and underserved groups, and 
searching for and providing care to persons 
and groups at high risk in order to improve 
the prevention, follow-up. monitoring, and 
control of prevalent, preventable, or dis- 
abling health problems: 

'i' training and utilization of community 
workers m planning, providing, and evalu- 
ating primary health care services; 

d dev elopment of a referral and support system 
in cooperation with other health workers to 
ensure the comprehensiveness of health ser- 
v ices; and 

r> stimulation of community and intersectoral 
action to improve social conditions affecting 
health, e.g.. economic status, nutrition, 
housing, education, and work environment. 

Shifting the educational focus 

The major programme changes expected in a 
nursing school curriculum when the focus shifts 
from a traditional pattern to community-oriented 
health care are presented in Fig 1. 

It may not be possible for the changes shown in 
Fig. 1 to take place consistently and smoothly in all 
parts of the curriculum. Family and community 
concepts are natural in maternal and child care, for 
c sample, and course changes in this area may be 
easily implemented. In other areas, change may be 
more difficult. 

\s the educational focus is shifted to the com- 
munity, opportunities for students to gain early 
experience in traditional settings are modified but 
not eliminated. However, in making decisions on 
such changes, precedence should be given to com- 
m units based care. Questions should be asked 
repeatedly b> the curriculum organizers to deter- 
mine whether the course content and learning cx- 
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perienccs arc consistent with the strategics and ser- 
vice aims of the primary health care approach to 
community health. Such questioning helps to elim- 
inate irrelevant, repetitive, and fragmented 
learning and facilitates the integration of principles 
from the natural, social, public health, and medical 
sciences into nursing practice. 

Processes Involved in the Provision 

of Community-oriented Care 

The objectives of nursing care derive from a 
knowledge of human social development, and of 
the etiology, epidemiology, and treatment of dis- 
ease. However, in communis oriented nursing, the 
objectives arc specified in terms of the needs not 
onl> of each patient, but also of each population 
group at risk. The specification of objectives and 
the nature of nursing care require that the nurse 
should be able to apply a problem-sohmg approach 
to the fulfilment of her functions, using the three 
processes outlined below (sec also Annex I ). Plan- 
ning is an integral part of all three processes. 

Assessment of health needs 

In assessing the health of the individual, family, 
and community, personal factors, such as age. sex. 
religion, and economic stalus. and environmental 
influences on health must be taken into account. 
The assessment should cover: 

• trends revealed in the social and health history of 
those assessed; 

• their physical and emotional ability to func- 
tion; 

• attitudes, knowledge, and perceptions of health 
and illness; 

• health behaviours and patterns of care; 

• resources available to meet own needs; and 

• other factors that may predispose to prevailing 
health problems. 

Implementation of the care plan 

The provision of nursing care should be planned 
and implemented in accordance with strategies that 
are: 

• directly related to the specific needs and under- 
lying causes of the problems identified. 

• based on scientifically sound principles of health 
promotion, prevention, treatment, and rehabili- 
tation, adapted to the situation, and 

• planned in terms of desired outcomes m indi- 
vidual family, group health and health-related 
behav iour. on both a short-term and a long-term 
basis. 

13 
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Fig. 1 . Comparison of traditional and community health orientation to nursing practice 



Curriculum 
characteristics 


Traditional nursing 


Educational focus 

Community-oriented nursing 


Primary focus 


Sick individual 
(pattornod on the curative model) 


Community hoalth (pattornod on socioeconomic health model for 
solf-rolianco in hoalth) 


Ta.d&l population 


Si^k and disabled seeking health varo 


Twlai population, especially (ho undorsorved and high-nsK groups 


Primary soilings (or 
(earning 


Hospitals, other institutions, homos 


Communities, homos, schools, industries, hospitals, and other 
institutions 


Nursing roio 


Specialized and interdependent within 
the health sector 


Generalized and interdependent within the health socio* and 
hoalth-rolatod soctors 


Nursmg concerns 


Conditions roqutnng hospitalization 


Prevailing hoalth problems and noods of the community 


Nursing practice 


Primary care (nursing care of 

individuals) 
Palionl/family participation in care 
Somo follow-up of patients through 

hospital outpatient department 


Primary health care approach 
Commumty/family/pationt participation in caro 
Identification and follow'up of vulnorablo groups 
Health loam approach to caro 


Prob!om*solving process 
assessment of - 

intervention through — 


Individual and family needs and 

resources 
Individual and family 


Commumty/group/famiiy/indtvidual noods and resources 
Community/group/family/mdividuat 


Objectives of practico 

prevention - 

therapeutic - 


Focus on secondary/tertiary 

provonlton 
Patient wc!l enough to bo discharged 


Focus on primary provontion 

Improved patient, family, and community health, soif-caro, 
solf-rolianco 


Health dehvory system 


Institutional and 
individualized care of pationts 


Primary health caro for all, involvement of other sectors influencing 
health, hoalth loam approach 


Evaluation of 
nursing practice 


Number of patients discharged from 
care by diagnostic category 

Frequency and intensity of patient 
contact 


Porcenlego hoalth coverage of population 

Sorvico utilization rates by high-risk groups 

Rates of change in hoalth status of high-risk groups/community 

Ratos of response in treated groups, i.o , immunization, therapy 

complete, avorago length of hospitalization, solf-caro ability, and 

changes in hoalth bohaviour 



Evaluation of care provided 

Evaluation of the effectiveness of the care pro- 
vided should be based on systematic documenta- 
tion, monitoring, and observation, specially in 
relation to: 

• individuaUamily, and community participation 
in care planning and implementation, 

• quality, scope, and timeliness of cure provided, 
judged according to service standards, recom- 
mended therapies, and specific care plans, 

• accuracy, completeness, and regularity uf assess- 
ments: 

• individual, family, and group responses to ser- 



vices provided, including the assessment of care, 
and 

• intermediate and long-term results expected 
from the implementation plan, with explanations 
of discrepancies observed, and suggestions for 
changes to achicve^more effective strategies. 

These three basic processes arc employed 
siyuait tally and continuously in the course of pro- 
viding nursing care. Each represents a different but 
equally important dimension of nursing practice. 
The assessment — implementation — evaluation 
cycle is repeated periodically in order to find more 
efficient and more effective ways of attaining the 
stated health goals. 
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Basic concepts of nursing education 



Curriculum Organization 

How the educational programme is dc\ eloped 
and organized to prepare students for community - 
oriented nursing care will depend upon many fac- 
tors within the school and on the requirements of 
the health system in which graduates of the school 
will eventually work. Basically, there are two ways 
in which a curriculum can be organized: one way is 
to place the emphasis on the learning of subjects 
that the experts in the field considci to be what a 
nurse ought to know, alternatively, the curriculum 
can be based on the acquisition of the whole range ot 
\kdh that the graduate nurse is expected to practise 
(at defined levels of proficiency) in nursing care. 

If the curriculum is organized in the first way. 
then the changes required for a community- 
oriented approach to nursing will probably take the 
form of the inclusion of public health/community 
health topics in the curriculum. 

If. however, the curriculum is organized in the 
second way . community -oriented nursing tasks will 
ha\e to be first identified and then analysed in 
terms of the knowledge, skills, and attitudes needed 
for a defined le\el of performance. From such an 
anal} sis it will be possible to derive the learning 
objectives for the new curriculum. 



Learning Objectives 1 

After the defined professional functions have 
been divided into activities and the latter further 
subdivided into the tasks inherent in community- 
oriented nursing, the learning objectives may be 
stated for each task. They may be classified into 
three categories: knowledge, skills, and attitudes. 
Once stated, the objectives become the basis for 
assessment of learning. 



1 See GUI iif RT„ J -J Edmatumal handbook for health per 
\onncl Genoa. World Health Organization. 1^77 (Offset Pub- 
lication. Nu.35).and Aimm i. F. R„ I iai tun? tor better teanum: 
Tnpublished WHO document. 1980. 



Knowledge objectives (cognitive) 

These are concerned with the acquisition of facts, 
concepts, and principles that the nurse will need for 
use in various situations. 

Attitude objectives (affective) 

These concern feelings and attitudes that alTcct 
the student's behaviour in the performance of work. 
Sensitivity to people and awareness of their needs 
will be apparent even in such simple skills as giving 
medicine, listening to individuals, or explaining 
why immunization is a good preventive health 
measure for a child. These attitudes are essential in 
caring for and about people. They constitute a basis 
for commitment to health development in commu- 
nity-oriented nursing. 

Skill objectives (psychomotor) 

Ps>chomotor skills involve coordinated mus- 
cular movements needed to complete a task suc- 
cessfully. Some skills are relati\el> simple, but 
some are very complicated involving complex 
information-processing and decision-making. 

Many of the tasks that a nurse is required to carry 
out involve psychomotor skills, but they will also 
require cognitive abilities, such as the application 
of concepts and principles to the solving of prob- 
lems, and frequently there is also an affective 
dimension in so far as the nurse needs to have an 
acceptable attitude to the task or to the patient. 
Therefore, when analysing any task that the nurse 
performs, it is essential to identify all three com- 
ponents—the cognitive, psychomotor, and alTec- 
tive: that is, the knowledge, skills, and attitudes 
necessary for the successful and competent perfor- 
mance of the task. 

After the learning objectives needed for each task 
have been stated, decisions can be taken on the 
standard that has to be reached by the student in 
order to progress to the next phase of learning. The 
objectives should be stated in terms of what the 
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students should be able to do after a learning 
period/course that they were not able to do before 
that period. 

The stating of objectives facilitates two kinds of 
assessment: 

• formative assessment, this should be done regu- 
larly and as informally as possible throughout the 
learning process, with a detailed feedback on per- 
formance to both teacher and student so that they 
may take appropriate remedial measures in 
teaching and learning; and 

• summative assessment: this, in addition to 
serving the above purposes, provides the basis 
for decisions on promotion and on qualification 
or certification to work when the student grad- 
uates. 



Principles of Learning 

Many theories and differences of opinion exist on 
how people learn. However, it is generally agreed 
that learning must help the learner meet ever- 
changing situations, acquire ways of using data, and 
identify and solve problems. 

Learning is an active, continuous, sequential pro- 
cess because concepts, skills, and values are being 
constantly re-evaluated and reorganized for use, 
even when learning is not consciously undertaken. 
As needs and other conditioning factors that affect 
learning change, there has to be constant unlearning 
and relearnmg as well as the acquisition of new 
skills or values. 

Learning takes place more readily when the 
learner has the opportunity to practise and experi- 
ence what is being learned in a variety of situations. 
In other words, leaning is facilitated when it takes 
place in or near the real situation in which the 
learner expects to work. 

Teaching process 

The following principles of teaching and learning 
should be given special attention. 

Active involvement 

Students must be activel> in\olvcd in learning. 
The> must have the opportunit> to seek out infor- 
mation and to ask questions, respond, apply infor- 
mation, and practise thinking and practical skills. 
The teacher should provide \aricd activities that 
force students to seek out information and to apply 
the information gathered. 
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Feedback 

Students want to know how well they are doing 
and must be able to understand the errors they are 
making in order to guide their efforts towards fur- 
ther progress. Teachers should provide as much 
information as possible about the standard of stu- 
dents' work, praising what is well done and showing 
how errors may be eliminated. 

Clarity 

To learn, the students must be able to hear and 
understand the teacher and sec what is being 
demonstrated. Teachers should use clear language, 
define new words, and be certain that audiovisual 
and other aids arc used wisely to enrich learning. 

Mastery 

The sense of master)' of knowledge and skills is 
important as a basis for new learning. Learning is 
sequential and is conditioned by the achievement 
of previous learning. Teachers must make sure stu- 
dents know the concepts and principles needed to 
progress to the next stage. Ideally, teachers should 
ensure at the beginning of each teaching session that 
students have the prerequisite knowledge and at the 
end of each session that the lcarningobjectives have 
been achieved. 

Individual differences 

Students learn in different ways and at different 
rates. They have different interests, experiences, 
and abilities. Teachers should remember that stu- 
dents arc individuals; they should try to get to know 
them and use methods that are most suited to their 
learning requirements. 

When the learners believe that the teacher cares 
about them, they have extra motivation for 
learning. Teachers should try not only to talk but 
also to listen to students: they should demonstrate a 
serious attitude towards their teaching responsibil- 
ities and thus reflect an important aspect of caring 
in nursing. 



Summary 

Traditionally, schools of nursing have produced 
graduates with little or limited ability to provide 
nursing care outside the hospital setting. Too fre- 
quently, therefore, the traditional nursing role has 
little or no relevance to the present or future 
contribution of nursing to the health development 
of individuals, groups, and communities, 

16 
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The nature and characteristics of community- 
onenled nursing, viewed within the context of the 
primary health care approach, must be used to 
identify the change* needed in the focus and 
emphasis of basic preparation for nursing. 

Problem-solving in community -oriented 
nursing, applied through the three processes of 
assessment, implementation, and evaluation 
described above, is fundamental to the modifica- 
tion of the basic nursing programme to ensure 
greater relevance of nursing practice to health care 
needs. 

The subject teacher-centred method of curricu- 
lum development focuses on subject matter and 
may tend to foster the recall of knowledge rather 
than competence or ability to meet health needs. 
Shifting the emphasis to a student-centred basic 
nursing education may be accomplished by organ- 



izing learning around the whole range of tasks 
students are expected to practise in their commu- 
nities. 

The ultimate goal of learning is the ability to meet 
ever-changing situations, to acquire ways of using 
data, and to identify and solve problems of working 
and living. The acquisition of this ability is facili- 
tated when learning activ iiies take place in or near 
the real situation in which the learner expects to 
work. 

Learning objectives are based on defined nursing 
tasks. The three kinds of objective arc the knowl- 
edge, skills, and attitudes inherent m professional 
community-oriented nursing. The stating of objec- 
tives permits the assessment of learning in order to 
prov ide feedback on which to base remedial meas- 
ures and decisions on promotion and certifica- 
tion. 
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Phase 1 



Reviewing the curriculum for 
community health emphasis 



With a view to reorienting nursing education, the 
existing curriculum should first be reviewed in 
order to identify the aspects of family and commu- 
nis healtlralready included in the various courses. 
For this purpose, it is necessary to list the objectives 
and content fundamental to a community health 
perspective and to make a critical examination of 
the educational programme for teaching/learning 
that supports these objectives. This examination 
should provide a general idea of the content 
included in the curriculum and its place in the total 
educational programme. This information is ? 
necessary foundation for planning the steps to be 
taken later in curriculum development. Projected 
plans for changes are important in selecting the 
persons who will participate in the curriculum re- 
vision Early participation in the change process 
stimulates interest, increases understanding, and 
should develop a sense of commitment to the pro- 
gramme review. 



Preparing for the Review 

Selection of participants 

Participants in the review should, where possible, 
include the decision-makers whose active support 
will be needed to facilitate the implementation of 
changes Although these decision-makers may not 
be able to take part in all phases of the review, thev 
ma> be able to participate in initial discussions 
relating to the reorientation, results of data analysis, 
and specific changes to be made. The decision- 
makers might include administrators, senior health 
ser\ ices stall heads ofdepartments. senior teaching 
personnel, and the head of the school. An> inno\a- 
tion or change in the educational programme may 
require such decisions as allocation of time to 
teachers and service personnel, and use of facilities, 
resources and materials, which may aflect not only 
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the cost of implementing the changes, but also the 
possibility of doing a curriculum review. 

The person responsible for the school of nursing 
is crucial to curriculum change and is often the ini- 
tiator of the change process. This person should be 
aware of the need to relate nursing education to 
community health needs and should be willing per- 
sonally to promote changes to strengthen this rela- 
tionship. However, only under exceptional circum- 
stances should the head of the programme conduct 
the curriculum assessment or develop the review 
plan. In this case, general administrative functions 
should be assigned to other stall so that the head is 
able* to devote enough time to the review. 

The school's curriculum committee is generally 
responsible for curriculum review. Particular func- 
tions may be delegated to a subcommittee that 
works closely with the curriculum committee, 
teachers, and others involved in the instructional 
programme of the school. In instances where there 
is no curriculum committee, the head of the school 
should establish a review committee. The size and 
composition of this committee will depend on how 
the school is structured. Each department or pro- 
gramme area should be represented. In all cases, the 
person or persons responsible for public health and 
other aspects of community health nursing will be 
indispensable. 

It is advisable to assign to one person the primary 
responsibility for directing the curriculum review 
(re\iew coordinator). This responsibility includes 
seeing that all aspects of the review are earned out 
in a reasonable time, that teachers and other inter- 
ested groups are kept informed and involved, and 
that decisions and procedures are implemented. 

The teaching staff should be informed of the pur- 
pose and general plan of the curriculum review 
from the beginning, since ultimately they will have 
to examine the content of the courses they teach in 
respect of primary health community concepts. 

Administrators and key service personnel 
in\ol\ed in clinical and field training of students 
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arc important to the curriculum rc\ic\v. They can 
furnish information on services that can provide 
relevant learning experiences or that have potential 
for doing so. They should be informed and 
involved early in the the review process so that 
decisions on cuniculum modification can take into 
account the information that they alone can pro- 
\ idc. 

Former graduates of the school can provide 
essential feedback on the extent to which the edu- 
cational programme and process prepared them to 
practise community -oriented nursing. Students' 
perception of their learning experience can enrich 
the data base and provide suggestions for 
improving the community focus that might other- 
wise be overlooked. Students' involvement in this 
decision-making process is a v aluable experience in 
learning, analogous to individual family, commu- 
nity involvement in planning and implementation 
of care. Their commitment to this approach can 
become a powerful force in developing self-reliance 
in health care in the community. 

Orientation of the participants 

The first responsibilities of the review committee 
coordinator include: 

• informing members of the committee about the 
issues and procedures involved in the review. 

• informing members about local and national 
health statistics, health report*, and literature 
relating to community health and services; and 

• familiarizing members with the methods of cur- 
riculum review and study so that standard pro- 
cedures can dc adapted to the school conditions 
for the specified purpose of the review. 

As general procedures for review are considered, 
thought should be given by the review coordinator 
to their potential application to the existing situa- 
tion, and. if applicable, to how. when, and by whom 
they can be carried out. The review plan can then be 
developed. Each step in the process should be 
described briefly and scheduled tentatively. The 
resulting outline serves throughout the review pro- 
cess as a guide to: 

• explain the review plan to other teachers and 
related outside groups: 

• plan activities that should be implemented 
simultaneously and those that must be sequen- 
tial: 

• i stimuli human resources and time requirements 
for each step; 

• sJteduh group conferences and individual 
appointments within the review process; 



• report the review process and analyse the cur- 
riculum data. 

To keep the interest of all participants. efforts 
should be concentrated on completion of the review 
as quickly as possible. The time required for com- 
pletion will depend on such factors as the si/e of the 
school, number of teaching staff, and scope of the 
task. 



Carrying out the Review and 
Formulating Objectives 

Determining programme goals 

The determination of goals for community - 
oriented nursing educational programmes requires 
the teaching stafTand the review committee to par- 
ticipate in identifying the kinds of knowledge and 
skills needed by the nurse to function in a primary 
health care role. 

A nurse working in primary health care would 
need to know the following: 

• major health problems in the area: 

• primary methods of prevention, treatment, and 
control of the prevailing problems, together with 
their etiology, epidemiology, and pathology, 

• principles of maternal, infant, and child health 
care, factors affecting individual and family 
growth and development, methods of family 
planning; 

• assessment, therapeutic, and rehabilitation pro- 
cesses: 

• principles of prevention, continuity of care, and 
influences of life-style on health. 

Additionally, the nurse would need to know how 
to" 

• evaluate the cfiect of care provided to indi- 
viduals, families, and groups in the commu- 
nity: 

• train others in the promotion of health through 
self-care; 

• adapt health care to the needs of various social, 
cultural, and occupational groups in the commu- 
nity; 

• seek active participation of the community in 
health development and of individuals and 
families in their own health care, 

• extend health services to undcrserved population 
groups and modify patterns of use of health ser- 
vices by various population groups; 

• collaborate with multisectoral groups in effecting 
improved community health; 
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• train, and collaborate with, indigenous practi- 
tioners and community health workers, 

• participate in health polic> formulation and deci- 
sion-making for primary health care at the com- 
munity level; and 

• vvorkeffectivel) with health care teams. 



Reviewing and Revising Programme 
Objectives 

Statements of the purpose and objectives of the 
existing programme should then be reviewed with a 
view to determining the extent to which they arc in 
agreement with the concept of primar> health care 
and communit}-oricntcd nursing. 

This procedure will enable the coordinator to 
identify the programme objectives that need modi- 
fication. If there is no statement of objectives, the 
coordinator should ask the head of the nursing pro- 
gramme and departmental chief for the guidelines 
used in the development of the curriculum, which 
can be regarded as a substitute for formal pro- 
gramme objectives. Particular note should be made 
ofsanctions infiuencingcommunity health practice 
(e.g., legal limitations, national health policies, and 
health care system structure). 

Review of the information obtained may show 
that the school objectives already include some 
essential elements of primary health care and com- 
munity health nursing and that little change is 
necessary. When such elements arc lacking or inad- 
equate, programme goals should be developed or 
revised in order to promote more preparation for 
community health practice. In formulating the pro- 
gramme goals, consideration should be given to: 

• nature and purpose of the school and its relation- 
ship to the parent institution (e.g., hospital, uni- 
versity); 

• characteristics of students and teachers (age, 
basic education, career preparation, perceptions 
of nursing and community, responsiveness to 
change); 

• role of the school in the community and in the 
health care system, its potential for expansion; 
and 

• community health needs and services, relevance 
of nursing to the primary health care approach to 
community health, and opportunities for 
employment of graduates of the programme. 

The resulting preliminary statement of proposed 
objectives should indicate the changes needed in 
the curriculum to prepare nurses for community 
• health practice, using the primary health care 

'/ • 



Phase !: Curriculum Review 17 

approach, and to stimulate programme evolution 
with minimum disruption of the curriculum, An 
example of such a statement is gven below. 

The general purpose of the basic nursing educational 
prugrammc is to prepare a competent gencrahst in the 
practice of nursing in health care, The graduate will be 
able to: 

• provide promotive, preventive* curative, uiid rehabil- 
itative care to individuals, families, and communi- 
ties; 

• plan and carry out nursing care in homes, other com- 
munity settings, and hospitals; 

• use the problem-solving process skilfully in all aspects 
of nursing practice; 

• workcftcctivclv with individuals, families, and groups 
to promote sclf-carc and support and supervise auxil- 
iaries, community health workers, and others to pro- 
vide essential preventive and curative health care, 

• function cftectivelv as a member ofa primaiycommu- 
nity health care team, and in intcrscetoral collabora- 
tion; 

• appreciate continuing learning for personal and profes- 
sional enrichment. 



Obtaining Acceptance of Revised 

Objectives 

Before the proposed objectives can become a 
working document they have to be discussed and 
accepted by the head of the school and the teaching 
staff. The organization and procedures to secure 
teacher participation and acceptance of revised 
objectives may vary in different schools. Neverthe- 
less, the following procedures arc likely to apply to 
most situations: 

• present the draft statement of objectives and rea- 
sons for changes to the head of the nursing pro- 
gramme and the curriculum committee; revise 
the draft in the light of their comments, and plan 
for its review by other administrators and 
teachers; 

• distribute to all reviewers clearly written copies 
of the revised draft statement, including explana- 
tions of the changes; 

• specify the time allotted for review, allowing suf- 
ficient time for study and comments on the draft 
statement in relation to the overall study plan; 

• further revise the draft statement- on the basis of 
the reviewers' comments, maintaining the 
essence of the community focus and the primary 
health care approach: 

• report back to the teaching staff and other 
reviewers, .summarizing the reviews and action 
taken. 

20 
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Gathering Information for 
Course/Programme Review 

During the collodion of information on existing 
course content, panicipants should be informed 
that the data will be used iwi(r to assess the present 
status of the curriculum. Changes to update the 
curriculum, with greater emphasis on the commu- 
nis focus, will be developed later and jointly with 
the teachers and others responsible for the respec- 
tive courses, 

A \ariet> of methods of data collection ma> be 
used to collect the information needed for the 
review of course content. The method or combina- 



tion of methods used depends on what is most 
practical and expedient for the school, but will have 
to be such that all relevant data arc collected. 

For a critical review of curriculum content, a 
report form is essential. The form ensures that all 
the information desired is collected in the same wav 
for all courses. 

Table I shows one example of such a form , it can 
be adapted to national, regional, and local pri- 
mary community health care needs and can be 
used for collecting baseline data for curricula 
review. The information required for this first 
rev ievv includes, the title and number of the course 
being reported, the content considered essential for 



Table 1, D&ta collection form for review of nursing curricula 
Course title or number 



Ccu'so content 
rpJovdnt to primary /co mm unity 
health caro* 


Learning activities 




Subject 
matter 


Community nursing practtco 


Comments 


Assess- 
ment of 
health needs 


1 Implementa- 
tion of 
[ caro plans 


Evaluation 
of caro 




1« Common health problems 

(1) Diarrhoea 

(2) Nutritional diseases 

(3) Malaria 

(4) Pneumonias. 

(5) Tuborculosis 

(6) Venereal disease 

(7) Otabotes 

(8) Pansitism 

(9) Mental hoalth 

2. Family hoalth care 

(10) Health caro patterns 

(11) Social relationships 

(12) Family planning 

3. Maternal and child care 

(13) Prenatal, postnatal care 

(14) Dolivory. care of the newborn 

( 1 5) Normal growth and development 

(16) Prematurity 

(17) Immunization (poliomyelitis, meas- 
les, diphtheria, pertussis, tetanus) 

(18) Adolescence, sexual develop- 
ment 

4. Adult healtn caro 

09) Function/productivity 

(20) Aging protessos 

(2 1) Acuto illness and rehabilitation 

(22) Chronic illness and self care 

5. Community needs and partici- 
pation 

(23) Community health education 

(24) Community hoalth development 

(25) Primary health caro coverage 

(26) Sanitation (environmental hoalth) 

6. Team care 

(27) Primary health caro loam 

(28) Interprofessional team 

7. Jntersoctora! involvoment 

(29) Agncuituro 

(30) Community development 


; 
i 

. . ., 











*Th«s Utl vvrfl vary tn cMftrtnt country* It should *ocK)dt tha bss*e components of prrfnvy htalth cart 

Jha \Hfd ara not mdepandaot & w*mpf thanSiva but sWd rtfW <ho e>j#nt«*i afcmoms of fcomrouorty f*t1h ivung cop 16 S«Ojtct« mcHKJt th# efKfcroKrfosv ot 
with and inoast and its application to nursing pract<a 
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primary community health practice, and a method 
for noting whether or not the course includes 
the required subject matter and/or practical ex- 
perience. 

The school must prepare its own daia form, sim- 
ilar to that shown in TabJc I, Only data essential for 
the review should be collected. The list of charac- 
teristics of iomm un i t> -oriented n ursing ( p. I b) pro- 
\idcs a basis for determining the course content 
that should be included in the data collection form. 
It is extremely important that the subjects listed on 
the data collection form making up ihc course con- 
tent should be relevant to the health needs of the 
country. 

In using the data collection form a cross is made 
opposite the content items in the subject matter 
column to show that theoretical study of these 
items is included in the course. Similarly, crosses 
arc placed in the three columns under the heading 
"Community nursing practice" 10 show whether or 
not the course includes student practice in out-of- 
hospital community settings. Space should be pro- 
vided for teachers to make brief comments on the 
form: notations can be explained, obstacles cited, 
and changes being planned for individual items can 
be indicated. These comments help the coordinator 
to analyse the programme in relation to preparation 
of nurses for primaryArommunity health care and 
to determine where it needs improvement. 

\ll teachers and associated clinical and service 
personnel should be given the necessary number of 
data collection forms and instructions for: (1) the 
completion of a form for each course in which they 
arc involved; (2) the review of course objectives 
and the teaching conicnt of each course for indi- 
vidual, famil>. and community health components 
listed, (3) the checking of all those items that apply. 
Teachers ma> be brought together as a total group, 
by departments, or in other groupings. They should 
be asked to fill in the forms during the meeting. 
Since the coordinator and members of the curricu- 
lum re\iew committee will be present, individual 
questions ma> be answered as they arise. If more 
time is needed by the participants, the forms and 
instructions ma> be distributed for completion 
independently. The completed forms should then 
be returned to the review coordinator within a 
specified number of days. 

In developing plans to obtain information, the 
rc\iew coordinator and curriculum review com- 
mittee will need to decide whether all courses 
should be reticwed simultaneously or whether it 
would be better to space reviews over a specified 
period. Some factors that may influence this deci- 
sion are: 

O 
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• sue ofsJwol and (cachtng stuff— ihc larger the 
teaching staff, the more time will be needed to 
collect data for all courses; 

• programme structure and Junction— the more 
traditional the programme, the more time and 
thought will be required and teachers may need 
to be freed from other pressures, 

• tcaJicr interest - while some teachers ma> be 
eager to cooperate in reviewing their course con- 
tent, others may be ambivalent and may feel 
threatened bv change or be resistant to it. ini- 
tiating the review with those who arc ready and 
v\ho ha\c more understanding of the goals will 
facilitate the entire effort; 

• programme fastis - certain departments or areas 
of study more naturall) include concepts of 
famil) and community health (e.g.. courses in 
maternal, infant, and child health, public health, 
and mental health nursing) and. therefore, pro- 
gress in rev icwing the curriculum for communit) 
focus is likcl> to be more rapid in these courses 
than in others. 

When the procedure for reviewing the curricu- 
lum has been outlined, the head of the nursing pro- 
gramme, the curriculum committee, teachers, and 
others (sec p. 15 on the selection of participants) 
who will be involved should be informed and dates 
should be fixed for collecting the review data. The 
final plan should be acceptable and convenient to 
all participants, in order to reduce the need for 
modifications or change in the schedule once the 
review procedure has started. 

Conducting Interviews with teaching staff 

When more than one icachcr is involved in a 
course, data should be obtained from both jointly 
or. if that is not possible, from the one responsible 
for course development. 

For future planning it is important to have infor- 
mation on the teachers 1 perception of relevance of 
their course content to the community and of any 
plans they may have to enrich the subject matter 
and, or the practical training in this direction. It is 
essential that teachers, together with their teaching 
associates in the clinical practice areas, provide the 
basic data. Complementary data may be collected 
through the procedures described below or any 
other procedure deemed necessary. 

The review coordinator may interview each 
teacher separately and record the information on a 
form developed for this purpose. Although this is a 
time-consuming method, it may provide the most 
complete and consistent data base since ques- 
tions and/or misunderstandings can be clarified 
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pcrsonall> b> the coordinator and further ques- 
tioning can assure thorough consideration of the 
content being taught. Personal interviews enable 
the coordinator to assess the readiness of the 
teacher to enlarge opportunities for students to 
become acquainted with a community-oriented 
approach. 

The review coordinator may be assisted in this 
activity by a few members of the curriculum review 
committee. Heads of departments or of programme 
areas should, as far as possible, be responsible for 
conducting interviews with their teachers and asso- 
ciated clinical and service personnel. 



Editing and summarizing the data 

The completed study forms have to be edited by 
the review coordinator in order to be sure that 
la) all the necessary information has been pro- 
vided, (h) all courses that were to be reviewed have 
been covered, and (cl there are no duplications or 
contradictions. The data must also be prepared for 
analysis. If futhcr clarification is needed, the person 
reporting the information should be contacted to 
make the additions or adjustments. 

For each course reviewed, a separate report 
should be prepared, summarizing all the relevant 



Table 2» Summary of course content in primary/community health nursing 
Course title: Maternal and child health (No, 24} 





loammg actrvil*i 




Aggragata tcorai 


Court* content 
r«l«vant to 

pfimafY/commomtY 
twafth 


Sobjtct 


Community practica 


Comments 




Community atactica 




of haahh 
naodt 


Implamanta* 

ton of 
car* pUnt 


Evaluation 
of car* 




Sobpct 
mattar 


Assatsmant 
of haahh 
naada 


Implamanta* 

tton of 
car a pUnt 


Evaluation 
of cara 


Total 
acora 


1 . Common health problems 












2 


5 


3 




10 


(1) OffiflhOOd 

(2) Nutritional diseases 

(3) Malaria 

(4) Pnoumomas 

(5) Tuborculosis 

(6) Vonoroal diseases 

(7) Diabotos moiiitus 
(8 J Parasitism 

(9) Monta! illness 


X 
X 


X 

X 
X 
X 


X 
X 




Conditions may bo soon 
tn rural climes 
Standard presenting 
troatmont followed <♦) 


1 
1 

- 

- 


« 

■ 

1 

- 

1 
1 
1 


1 
1 

1 

■ 

■ 


- 

- 
- 


(3) 
(3) 

(t) 

d) 
d) 
(t) 


2. Family health care 












3 


3 


2 


- 


8 


(10) Health caro patterns 

(11) Soctal relationships 

(12) Flatly planning 


X 
X 

x 


X 
X 
X 


X 
X 




In city cynics 
only Home visits 
not yot arranged 0 


] 


1 
1 
1 


1 
1 




(3) 
(2) 
(J) 


3, Maternal and child care 














3 


3 


2 


14 


(13) Antonatal, postnatal caro 

(14) Doli very, caro of tho 
nowborn 

(15) Normal growth and 
dovolopmont 

(16) Prematurity 

(17) Immunization (poha 
moaslos, diphlhona. otc ) 

(18) Adolesconco soxual 
dovolopmont 


X 

X 

X 
X 

X 

X 


X 

X 
X 


X 

X 
X 


X 
X 






1 

1 
1 


1 

1 
1 


1 
1 


(4) 

0) 

(t) 
(3) 

(4) 

(D 


4. Adult health care 














4 


2 


1 


11 


(19) Fuoction/product»vity 

(20) Aging processos 

(21) AcutoMlness 

(22) Chrome ilinoss 


X 
X 
X 
X 


X 
X 
X 
X 


X 
X 


X 






1 
1 
1 
1 




1 


(2) 
(2) 
(4) 
(3) 


5. Community needs and 
participation 














1 






6 


(23) Health oducalion 

(24) Health planning 

(25) Primary hoalth caro 

(26) Sanitation 


X 

X 
X 


X 


X 
X 




Students responsible 
for .itothors" classos 0 
Observations with 
sanitarian when possible 




1 






(3) 

(2) 
(1) 


6. Team care 














1 






5 


(27) Primary health caro team 

(28) Intorprofosstonal team 


X 
X 


X 


X 
X 




Work with clinic 
doctors Q 




1 






(2) 
(3) 


7. Intersectoral Involvement 




















1 


(29) Agriculture 

(30) Con*nunit> envelopment 


X 








Observation provided 
in schools 










(1) 














21 


17 


14 


3 


55 
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daia on one form Table 2 is an example of a com- 
pleted form providing a summary of all the daia 
collected on a course in maternal and child health. 
The first column on the left contains a list of all the 
topics that go to make up the course content judged 
to be relevant to the practice of primary health care 
and communitv-onented nursing. The next four 
columns are used to indicate (by means of crosses) 
which topics are represented in the subject matter 
(theory) taught and in community practice, the 
latter being subdivided into assessment of health 
needs, implementation of care plans, and evalu- 
ation of the effectiveness of care provided. The 



centre column of the form is used for recording the 
comments of the teachers reviewing the course. 
Comments indicating a high potential for enlarging 
the community focus can be marked with a plus 
sign, those indicating little or no potential with a 
minus sign. In this way. the comments and obser- 
vations of the teachers may be used to strengthen 
the analysis. The five columns on the right-hand 
side of the form are used to arnve at aggregate 
scores for each of the study areas and for the course 
as a whole. As will be seen, these scores are com- 
puted by assigninga value of 1 to each of the crosses 
entered under "Learning activities" and adding 



Table 3 



Example of a summary of courses reviewed for content relevant to primary/ community health, 
showing total possible score obtained for each content area 



Coots* content 
rt'tvam to 

hfcttlh cara 



Total 
pc*»>wa 
soxa* 



1 • Common health problems 

(1) Diarrhoea 

(2) Nutritional Psoases 

(3) Ma'ana 

(4) Pneumonias 

(5) Tuberculosis 

(6) Venereal d<soasi* 

(7) Diabetes 

(8) Parasitism 

(9) Mental health 

2< FamiHy health care 

(tO) Health care patterns 

(11) Social relationships 

(12) Family planning 

3. Maternal and child coro 

(13) Prenatal, postnatal cam 

(14) Oehvory, care of thf3 newborn 

( 1 5) Normal growth and dr>vr!opm»*r it 

(16) Prema:unty 

(17) Immunisation (pohomyeMts. m*«as!»*s 
thena portussis t«?lanu$) 

(18) Adolescence, sexual dove?oomem 

4 Adult health care 

(19) Funcfon/productivi'y 

(20) Ag.ng pro^ss** 

(2 1) Acute iiln»-ss and ruhabiM.ji«oi 

(22) Chronic ittness and M»If*car»* 

5 Community needs/participation 

(23) Community health education 

(24) Community health development 

(25) Primary health cam covers 

(26) Sanitation (enwonmrmtal hejttb) 

6 Team care 

t27| Prmary health cam t#»jm 
(28) IntwprofrsvonaS U*d*n 

7 Interaectoral involvement 

(29J Aflncultum 
(30) Commumty d«?vf» T opm**nT 



Total course scce 
% of poss i b*e ssor* 



* 0"t«c a fo* <-r>'ad content w-3 r*v« f o t* dacKfcd by 



36 



Court** r*vi«w*d tnd scons obumad* 



M*iorn*i 
haaJth 



P*od» 
•tnca 



Madic*! 



Put*C 



Mental 

»or^.| Q«*itK» p*^' h^fS 

****** 





17 


17" 


(3) 


(3) 




(3) 


(3) 


13) 




<D 


<2) 


(1) 


<3) 


(3) 




(3) 


(3i 


hi 


(U 


(2) 


(D 


(2) 


(2) 


(U 


0) 


(2) 



13 



4" 



17* 



(2) 
(3) 

(3) 
(D 



(1) 



(1) 
(1) 
(1) 



(3) 
(3) 
13) 
(2) 
(3) 
12) 



Summary 



Hf$h »cer a ' 
•nd%oi 
total postibla 



17 47,2% 



Ceotant 
fcrrvtad ( ) 

or icwty 
onvitadW< 
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these scores together, both vcrticall> and horizon- 
tally. The scores for dilTcrcnt courses reviewed are 
then further aggregated in another form (Table 3j. 



Analysing the Data Collected 

Analysis of the data for all courses, summarized 
as in Table 3. is aimed at answering three funda- 
mental questions. 

Question 1 

To what extent are community health concepts 
and pruitual experience included in the lurrim- 
I urn? 

To answer this question, the cvaluator must. 

• determine whether or not all content areas con- 
sidered essential to primary/community health 
nursing practice are included in one or more of 
the various courses: and 

• review the content areas that arc included to 
determine whether or not students receive theo- 
retical instruction and practical training in the 
basic nursing processes in out-of-huspital com- 
munity settings. 



To complete such a rc\ icw, it is ncccssao to pool 
the data collected for the various courses and to 
arrange these in tabular form in the manner pre- 
sented in Table 3 and Tabic 1. 

Study of the data presented horizontally in Table 3 
reveals that all the major content areas relevant to 
community health arc included at some point in the 
curriculum, and that instruction in most of the 
specific items in each area is incorporated in many 
courses. This suggests that community health 
nursing concepts arc being presented from various 
points of view and that students have some oppor- 
tunity to apply these concepts to varied practice 
situations. 

Even though the "measures 11 used for scoring 
give no indication of the quality of teaching, when 
the course scores arc reviewed in relation to the 
total possible score they suggest decided weak- 
nesses in the content being taught. On the basis of 
Table 3. the following statements may be made: 

• For common health problems in the community, 
all courses scored less than 50% (18 out of the 
possible total of 36). This indicates serious limi- 
tations in student preparation for providing pri- 
mary health care services. 

• Adult health care scored highest (87.5°/o). The 
"high" score obtained for family health was only 



Table 4. Scope of instruction* in courses reviewed for community health content 
(a) by instructional components 



Component $ 
of instruction 


Content itoms 
included 
m course 


No 


Total 
possible 
wore 

30 
100 


Courses reviewed and scores obtained 


Maternal 
and 
child health 
25 
833 


Paedatrics 

23 
76 5 


Medical/ 
surgical 
nursing 
16 

53 3 


Aging/ 
geriatrics 

18 

600 


Mental 
health 

14 

46 6 


Public 
health 

24 
800 


Subject matter (theory) 






30 


21 


23 


15 


13 


9 


19 


Practical experience 




















- Need assessment 






30 


17 


16 


15 


14 


4 


18 


— Implementation 






30 


14 


11 


11 


10 


1 


11 


- Evaluation of care 






30 


3 


1 


2 


1 


0 


4 



ib) by number of components 



Number of rtems 




25 


23 


16 


18 


14 


24 


3 or 4 components 


No 


11 


11 


9 


6 


0 


11 


% 


44 


47 8 


56 3 


33 3 




45 8 


% or 2 components 


Nr 


14 


12 


7 


12 


14 


13 


% 


56 


52.2 


43 7 


66 6 


100 


54 2 



» '•■»• »s.yp« t?l mttrwctiun «*!•?» to <n* anvrn to fWcfk trwury *nO pi *cm>* rt c\n -ul ouipn** wxnmgnrt| t«nng» #** <ncxjC*Q r\ in* (■•umno ot ••en court* r*vi*«v*0 
Aitm*.**** Kutu «i« irm »on> v \ u tw*w* i*> *> <n* ktitrocuunst *.ornpun*m uxumni it* **cn court* tot titmptt, n in* umrnary oi court* com*m *» rrvittmtt *oo 
«.n«Q n**n . *0&m * *u uuimi «t* luuro oppvtft* *b oi tn* 3v rt*m» r> cm* o* mor* ot in* cOMrv>t «*p**t*nung ih* tout wompoo*rnt oi Mtnvng *cirvni*t 

i r wutf amiumra. mpmcrmnw**: ma *v«**apoo I mmay frv* trx*» ,*p**t«mi in* tcor* otnam#a (ot ir»* court* tn* *cop* oi mtirvcuon i* cfcuutvu cry dnrtQjpo, 
trm *vrr. oi <t*cnt i.n*ct*a m fu* **cn tyv* *r, cimuvtw* itrworf . *t»*»»m«m. «npt*m«m*t>or>, vxi <nr*m*uonj Cry in* iotw pott*** *cot*. *nd <t **p«**»*d •* * 
percentage 
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6ft 7 °*and that for maternal and child care only 
58.3°b of the possible total score. 

• Community health needs participation, in- 
cluding the evaluation of primary health care 
coverage, showed definite limitations, since e\cn 
in the public health nursing course only 10 out of 
a possible score ol 16 was obtained. 

• Scores for team care reached 75°b of the possible 
total in two courses (paediatiics and medical- 
surgical nursing^ but in mental health reached 
only 12.5^o. 

• Instruction in intersectoral involvement appears 
to have been seriously deficient. Two courses 
achieved a score of only 2 out of a possible 8. 
while three courses were unable to report any 
content at all covering this important aspect of 
community health practice. 

• Examination of the total course scores achieved 
by the individual courses shows that public 
health nursing scored highest (62). but this repre- 
sents only 5 1 .7°0 of the content considered essen- 
tial for community health. Mental health 
received the lowest total score of all courses— 14. 
or only 1 1.7% coverage. 

The need for enrichment of the curriculum, as 
shown b\ the review, is further demonstrated in 
Table 4. 

Table 4(a) summarizes the reports on the scope of 
the instruction contained in the respective courses. 
From the hypothetical data presented, it <.an be seen 
that of a possible total of 30 content items, the 
number included in a course ranged from a low of 
14 (46.6°b) (mental health) to a high of 25 (83,3^) 
(mau.mal and child care). The type of instruction 
also varied. Subject matter (theory) relevant to pri- 
mary community health practice was included *n 
all courses but in different amounts. The assess- 
ment component of community nursing practice 
was reported, in gcneial. for half of the items, stu- 
dent practice in modes of implementation was 
reported mudi less frequently and evaluation ol the 
effectiveness of care only rarelv. In every instance 
mental health obtained the lowest scon.-. 

Question 2 

What i.*ur\i \ uppidr u * : ff t r tin xnaU si potential 
for improuniz nur\t pnparatt*n prunarx 
munitv health practuv* 

To answer this question, the individual courses 
need to be rev icwcd for variety and seope of ton ten 
and instruction. 

As may be seen in Table 3. the public health 
nursing course obtained 62. the highest total score 

O 
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foi content (51.7% of the possible total of 120). 
Table 4(a) also shows that the course cov ered 24 of 
the 30 essential items and. as might be expected, 
ottered broad practical experience. However, 
improvement is clearly needed in the processes of 
implementation and evaluation. 

Similarly, the data presented for the courses in 
maternal and child care and in paediatrics suggest 
high potential for further development. By con- 
trast, the low scores obtained for courses in mental 
health and geriatrics suggest that considerable 
course revision would be required to enrich these 
programmes. 

Question 3 

What are the omissions and important limita- 
tions:? 

Omissions in community health content are 
easily spotted when the data are arranged as in 
Table 3. but important limitations are more diffi- 
cult to determine. The review coordinator and the 
curriculum review committee will have to decide 
what is acceptable as minimum preparation for pri- 
mary community health nursing practice. A 
reasonable requirement might be the inclusion in 
all courses of at least three of the four basic instruc- 
tional care components (i.e.. theory, assessment, 
implementation, and evaluation). If this criterion is 
applied to the hy pothetical data (Table 3). 10 of the 
30 content items seem to be cither inadequately 
represented or missing from the curriculum. 



report of the Review Committee 

The report of the curriculum review committee 
documents the completion of this first phase of 
curriculum review, informs the school authorities 
and staftof the status of the educational programme 
in primary, community health practice, and pro- 
vides the basis for planning the next steps. The 
report should include not only the procedures used 
in reviewing the curriculum but also the decisions 
and rationale that led to their development. It 
should describe briefly the participants' responses 
to the procedures, the problems encountt-rcd in 
data collection, and any modifications made in the 
review plan during its implementation. This infor- 
mation is important in interpreting the results of 
the course reviews, explaining unexpected findings, 
and putting the entire experience into perspective 
so that it will be of most value for further cur- 
riculum review. 
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The report by the review coordinator should 
include impressions of strengths and weaknesses in 
the review process and suggestions based on this 
experience for the benefit of those undertaking cur- 
riculum reviews in the future. 

In summary, the written report should include at 
least the following: 

• the primary purpose of the curriculum review 
and how it came about; 

• a list of personnel involved, the instructions they 
were given, and the nature of their participa- 
tion: 

• a statement of programme objectives pertinent to 
the curriculum review, with indications of its 
scope and limitations, and any institutional con- 
straints to which it was subject; 

• an account of data collection methods, and fac- 
tors influencing how and what information was 
obtained; 

• a description of how editing, summarizing, and 
tabulation of data were carried out. together with 
a presentation of the findings; 

• comments on questions affecting the analysis of 
the data and inferences for curriculum develop- 
ment: and 

• implications uf the curriculum review experience 
loi further study of course content and the re- 
direction of nursing education. 



Summary 

An overall programme review is the starting- 
point for a comprehensive revision of the cur- 
riculum. Responsibility for the conduct of this 
review should be delegated to a committee, headed 
by a review coordinator. 

In preparing for the review, participants should 
be selected from the teaching institution and from 
the health service and provided with information to 
help them understand the task. An outline and 
schedule of the review procedures can then be pre- 
pared. 

The first step in carrying out the review is to 
identify the major attributes of community- 
oriented nursing. The current statements of the pro- 
gramme objectives of the school and the existing 
curriculum should then be analysed to determine 
the extent to which they arc already directed to 
instilling such attributes. To make up any deficien- 
cies, a revised statement of proposed programme 
objectives should then be drafted and submitted to 
the school administration and teaching staff for 
acceptance. 

The detailed review will require the development 
of data collection forms, the development and 
application of data collection procedures, and the 
collecting, editing, summarizing, analysing, and 
subsequent reporting of the data so that decisions 
can be taken regarding the changes needed and a 
plan drawn up for implementing them. 



Phase 2 

Developing the plan for change 



The introduction of changes into nursing cur- 
ricula is, of necessity, a gradual process. At all times 
the goals of the change process must be borne in 
mind, and progress towards the goals must be 
charted. 



Factors Inf luencir 3 the Plan 

When changes in a curriculum arc being con- 
sidered, the following questions should be raised: 

• HOW EXTENSIVE should the changes be? 
Should they cover all aspects of primary care or 
only a fe^ of them? 

• WHERE should the changes be made— 
throughout the curriculum or only in selected 
study areas? 

• WHEN should changes be made-early in the 
nursing programme or later? If later, at which 
point? 

• HOW should the changes be introduced? 

The answers to these questions provide the 
framework of the plan for change. 

The data obtained during the review of the cur- 
riculum (Phase 1) should enable the stafTof the 
school to make decisions about the need for change. 
The data will hav 1 indicated which topics relevant 
to community health care arc adequately covered in 
v arious courses, w hich are missing, and which need 
to be reinforced. In addition, the experience of 
focusing on primary health care and community 
health may have changed the reviewers* percep- 
tions of nursing. 

Generally, indicators of community health 
include such factors as the occurrence of disease 
and injury, death and birth rates, and life expec- 
tancy , however, the current trend is towards devel- 
oping health indicators that reflect individual and 
family abilities to lead a productive life and to 
contribute to the social and economic development 
of the community. Several factors can influence the 



health of the community and may have consider- 
able influence on the care of families and indi- 
viduals. 

Change in the curriculum takes place at two dis- 
tinct levels— the course level and ;hc broader 
departmental level. The latter relates to change 
involving a number of courses or to a reshaping of 
the curriculum that cuts across departments and 
courses. Both levels of change require similar pro- 
cedures, but the plan is more complex at the depart- 
mental level. 

Course-Level Changes 

An important function of teaching is to ensure 
that the content and the educational methods used 
arc relevant to the objectives of the school To some 
extent this happens automatically as the teacher 
gains experience and undertakes further study. Self- 
evaluation is also important in this regard; there 
should be systematic assessment of instruction and 
involvement of students and clinical associates in 
finding ways of improv ing teaching. Ideally this will 
be one immediate cficct of analysis of courses for 
their orientation towards primary health care and 
community health. 

Implementing changes in the teaching plan at the 
course level involves only a few teaching personnel. 
Sometimes all that is needed is a shift in emphasis 
rather than a change in the conceptual framework, 
this can be brought about simply by extending the 
content of the course or by modifying practice set- 
tings, and docs not require special preparation by 
the teacher or the development of new resources. In 
such instances, the teachers, service personnel, stu- 
dents, and community agencies already involved in 
the course can often develop and implement the 
change plan with little or no outside assistance. At 
the other extreme, the changes needed may neces- 
sitate systematic revision of the curriculum, 
involving policy changes, special teacher prepara- 
tion, and the development of new resources. 
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The teachers responsible for each course should 
be able to determine from the result of the course 
analysis what changes are needed to gi\c greater 
prominence to primary 'community health care. If 
it is decided that the course content is already rel- 
evant to the needs of the community and that only 
routine updating is needed, then it is obviously not 
necessary to introduce major changes. On the other 
hand, if the analysis reveals serious deficiencies in 
the course, the teachers should proceed to examine 
the analysis to sec where changes need to be 
made. 

In considering the options for course revision, 
teachers should give thought to: 

who needs to be involved in making the 
changes— other teachers, service administrators 
and personnel, students, community representa- 
tives; 

who! steps arc needed— preparation of self and 
others, development of facilities and additional ser- 
vices, funding, policy decisions; 

what will be the effect on the current pro-' 
gramme— on student and teacher timetables, on 
clinical and field practice facilities, on personal and 
professional relationships; 

how much time is required to develop the plan for 
change and to introduce the changes into the 
-course. 

Of the various possible approaches for 
improving student preparation in primary health 
care and in community health practice, some may 
be found to be natural extensions of current practice 
and thus easily implemented; others will be more 
difficult to introduce. The changes should be intro- 
duced in stages, starting with those that arc easily 
accomplished. 

Each stage should represent an independent step 
towards one or more of the educational objectives 
on which the course analysis was based A tentative 
plan should be drawn up, giving: 

• a general description of the proposed changes and 
their relationship to primary and community 
health care; 

• a list, in chronological order, of the activities 
necessary to bring about the desired changes. 

• the requirements fur personnel, facilities, funds, 
and other resources associated with each 
activity: and 

• estimates uf the time needed to carry out the 
activities and to integrate the changes into the 
course. 

Consultation with others 

Once a tcntati\ c plan has been drafted, the ad\ ice 
of others familiar with the topic and with the 



existing situafion should be sought. An objective 
review of the proposed plan may reveal other fac- 
tors that should be considered and ways of ex- 
pediting the changes. This process will give the staff 
time to rev icw the proposed changes as a whole and 
to sec how they relate to tac rest of the nursing 
programme. 

Persons involved indirectly in implementing the 
plan but who have not taken part in the early devel- 
opment should have an opportunity to review the 
draft and to help in its final formulation. In this way 
their support may be obtained. 

Progammc-Lcvcl Changes 

Shifting the emphasis of a nursing curriculum or 
of one of its major study units, from care of the 
individual to care of the community, necessitates 
the systematic introduction of carefully planned 
changes into every part of the teaching pro- 
gramme. 

The design and implementation of these changes 
will therefore require the involvement and support 
of a large number of people. The head of nursing, 
the curriculum committee, programme and depart- 
ment heads, teachers, students, and former grad- 
uates arc all vital to the successful implementation 
of, the changes. It is also important to include 
administrators of clinical services in hospitals and 
agencies affiliated with the school of nursing, phy- 
sicians, other providers of care, and representatives 
from the community. 

Jhc introduction of the changes will present a 
challenge to curriculum planners and to those par- 
ticipating in the change process. Revolutionary 
changes necessarily disturb established patterns 
and beliefs, and those responsible will need to find 
ways to facilitate the assimilation of changes into 
the study units and departments. 

All the teachers involved in the programme 
should have an opportunity to decide on the 
changes relevant to primary /community health 
care in their own and related fields of study and.to 
share in developing the new curriculum plan. 
Nevertheless, it is essential for one person to be re- 
sponsible for planning activities to ensure their ap- 
propriate adaptation to the particular situation in 
the school and orderly well-coordinated implemen- 
tation of the activities. Responsibility for contin- 
uity should be delegated to the curriculum review 
coordinator, who should collaborate closely with 
the curriculum committee and should be available 
for consultation with teachers and others 
involved. 

The organizational structure of the school will 
determine whether one or more teacher groups 
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should be convened to review courses and develop 
recommendations for change in particular areas. 
For example, in a small school with few teachers 
and nursing service advisors, the staff may meet as 
a group with the review coordinator to identify the 
changes needed and to outline the major elements 
of the plan. In a larger school, organized into 
departments, with various divisions within the 
departments, the curriculum review committee 
would have to make recommendations for change 
at each level, appropriate to the organizational 
structure. 

Guiding procedures 

Regardless of the number of groups involved, 
procedures for guiding their development are 
essentially the same. Before the first group meeting, 
participants should be informed of the group's pur- 
pose and should be encouraged to consider ways of 
improving student preparation for primary'com- 
munity health care in general and in their particular 
field. In particular, attention should be drawn to: 

• the extent to which theoretical instruction and 
practical experience ma\ be related to pri- 
mary community health care; 

• course elements that are inappropriate to the new 
programme objectives; 



• changes that have been planned or are under 
consideration. 

In collaboration with the coordinator for plan- 
ning, groups should set a target date for the com- 
pletion of their plans for curriculum change. 

The group should review the suggestions and 
projected programme plans for the introduction of 
course content relevant to community health care. 
It should also identify any gaps in the proposed 
programme changes and show where additional 
content might logically be introduced into the cur- 
riculum. The group should draw up a table of all 
courses for which it is responsible, using a format 
similar to that shown in Table 5, where maternal 
and child health is taken as an example. As can be 
seen, such a presentation of the data shows vividly 
the gaps and limitations in the courses offered. 
Other curriculum areas could be presented to the 
group in a similar manner to focus discussion and 
facilitate decisions regarding curriculum change. 

Curriculum Planning Committee 

The final stage in the development of the plan for 
change should involve a combined effort by the 
school of nursing, service associates providing 
clinical/practical experience for students, graduates 



Table 5 Programme objectives and related course content for primary/ community health care by year of instruction 
and focus of care* 

Maternal and child health department 



Prog'amme »nd *Kjyc4tK>rnl 

Ot>J©Cl>V<»!* 



Proparo a nurso to 

(a) provide promotive, provontivo, cura- 
tivo and rehab>M3hvo caro to mothers, 
infants and children, including 

- assessment of health status of 
maternity patients 
newborns 

infants and young children 

- methods of family planning 

- prevention, treatment and control 
of 

nutritional diseases 

diarrhoea 

influenza 

malaria 

anaom?a 

pneumoma 

ib\ function eifectively as a *nember of a 
health team with 
physicians 

community health workers 
health educators 
sanitarians 



Course No 
102 - Ob <3yn 
Focus on 
Ind Fern Comm 



Course No 
103 -Peed 
Focus on 
Ind FSm Comm 



TH TH 
TH H 



1H TH 
TH 
T 



TH 



TH T 



TH 
TH 



TH 



3rd Year 



Course No 
304 

Focus on 
Ind F»m Comm 



Couf t« No 

Focus on 
Ind Fim Com 



Comments 
and summery 



wK5Vc" l# " 1 ***** *° ****** * ,s *>V ***** Mow*? emnes *n tne co*umns tbeorefcei bet s - T , hosp<tei prset-ce » M community 



ERLC 



30 



BEST COPY AVAILABLE 



28 Curriculum Review for Basic Nursing Education 



and potential employers of graduates, community 
health planners, and others knowledgeable about 
Community health needs and resources. The forma- 
tion of the curriculum planning committee, which 
could \cr> well ha\c the sar.ic membership as the 
curriculum rc\ic\v committee, is one of the most 
important actions for implementation of the 
change plan. 

Orientation of the curriculum planning 
committee 

An analysis of the summarized group reports 
would provide the basic data needed for decisions 
to be taken by the committee. These data 
include: 

• a review ofpressmgcommunity health needs and 
assessment of priorities; 

• a statement of the revised school programme 
objectives relc\ant to an increased emphasis on 
community. primary health care, 

• specification of current programme objectives, 

• identification of fundamental gaps in instruction 
with recommendations for closing the gaps, 

• resources available to support the change plan; 

• problems inhibiting the changes desired, 

• aspects of nursing education and practice rele- 
\anl to the changes proposed. 

In addition to distributing a synopsis of back- 
ground documents, the planning coordinator 
should personally contact members of the planning 
committee to ensure that they understand the task 
and have the necessary preparation for it. They 
should be clearly instructed as to their individual 
responsibilities and should reach agreement on 
how their activities will be coordinated. The coor- 
dinator may wish to meet separately with persons 
not previously involved in the programme review 
and with those who may need to be oriented to the 
new responsibilities. 

Elaborating the plan 

The issues that must be addressed by the cur- 
riculum planning committee include: 

• priority content areas and suggested approaches 
for impiementation of changes within the cduca 
tional plan; 

• policies of the school, parent institution, and 
affiliated groups that ma> need to be adjusted to 
accommodate the recommended changes, 

• rescheduling of content and practice experiences 
of students rclc\ant to primary community 
health care; 

O 
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• funding sources, budgetary allocations, and 
financial arrangements necessary to defra> the 
essential costs involved in implementing the 
revised programme; 

• the curtailment of certain services to allow for 
greater emphasis on primary, community health 
care and ways of overcoming, resistance to these 
changes. 

Overcoming resistance to the changes last men- 
tioned ma> be one of the most difficult problems to 
be resolved. Hospitals and other service agencies 
may have firmly fixed patterns of patient care that 
depend on student personnel and restrict the focus 
of care to the sick individual. Sensitive planning by 
all groups involved is essential to protect the wel- 
fare of patients in the hospitals while still permit- 
ting changes in nursing education to improve the 
health care of the community, the individual, and 
the family in all settings. 

Other cficcts of the curriculum change that 
should be considered include, nurse employment 
policies and opportunities, relationships between 
nurses, physicians, and other providers of health 
care, and community perceptions and expectations 
with regard to nursing. 

It is possible to teach the concepts and methods 
of primary health care and community health in 
any of the study areas of (he curriculum; the ulti- 
mate aim is to have them integrated throughout the 
educational programme. In selecting study areas in 
which to initiate the plan for change, the most 
important consideration is that they should offer 
the plan the greatest po&sibic chance to succeed. 
Although the choice wiWvary with the school situ- 
ation, the maternal and child health course has 
many features that make it particularly suited for 
initiating changes that place increased emphasis on 
community health. For instance: the development 
and care of normal healthy individuals are usually 
studied early in the nurse's education, prior to care 
of the sick patient; education of the family and 
community for the prevention of illness is empha- 
sized , the influence of social and cultural factors on 
health and behaviour is clearly evident; statistical 
data are often more complete and reliable for 
mothers and children than for other groups; and 
nurses and midvvives have traditionally assumed 
considerable responsibility for the assessment and 
treatment of common health problems among 
mothers and children. Consequently, the changes 
required to teach maternal and child health nursing 
in a community context arc often fewer than for 
other courses. They may involve merely putting 
student contacts and practical experiences in com- 
munity settings earlier in the curriculum and 
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require only minor changes in the theoretical base. 
Whatever lead programmes are selected, \t is essen- 
tial that students be introduced to primary/com- 
munity health care concepts as early and as com- 
prehensively as possible. Both the timing and scope 
of the changes should be reflected in the curriculum 
plan. 

The plan for change should make the most of 
existing assets in the programme and community. 
Examples of such assets include: teacher and stu- 
dent readiness for change: favourable trends in 
national and community health planning; changes 
in progress in related education or service pro- 
grammes: and other similar factors that provide 
impetus for the changes desired in the nursing cur- 
riculum. 

Ideally, the plan for change should serve as a 
guide to curriculum development over a 4-5-year 
period. It should designate the persons or group 
who will have major responsibility for imple- 
menting the various elements of the plan, and it 
should specify at least the following: 

• the course content to be expanded to achieve 
defined curriculum objectives: 

- preparation for relevant tasks in primary 
health care: 

- developing the desired problem-solving abil- 
ities, attitudes, and skills for community - 
oriented nursing: 

— involving the community in disease pre- 
vention and control, as well as in planning 
and evaluating health services: 

- collaborating in interdisciplinary team efforts 
in varied community settings; 

— supporting and coordinating communis 
health services; 

— training and supervising auxiliaries and com- 
munity health workers: 

• the units of study that present a logical and fea- 
sible means of implementing primary health care 
approaches; 

• the faculty preparation and support necessary to 
implement the curriculum plan: and 

• the health services and other resources needed to 
facilitate student teacher learning. 

Teacher review and acceptance 

After the planning committee has outlined the 
general curriculum plan, it should be reviewed by 
teaching staff for its implications in their respective 
areas of instruction and for their approval. All 
teachers need to be involved in this review. They all 
need to know the nature of the proposed changes 
and be able to interpret them to students, col- 
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leagues, and associates. Teachers who are respon- 
sible for programme change will need to examine 
the plan carefully, making certain they understand 
its central purpose and their role in its implemen- 
tation. Questions and suggestions for change should 
be discussed with the department head and plan- 
ning coordinator. 

The early involvement of the teachers and asso- 
ciated clinical and health services stalTm all aspects 
of the change plan will have prepared them for the 
critical review required at this point. On the basis of 
theircommcnts and suggestions, the plan should be 
modified or further clarified to ensure the develop- 
ment of the educational programme as intended. 

In order to gain the commitment of teachers and 
health services personnel to the change process, 
they may need to be assured that conferences, work- 
shops, and other forms of continuing education will 
be planned to assist them in teaching primary 
health care concepts and skills. 

Once it has been accepted by the teaching staff, 
the curriculum plan becomes a working document, 
a guide to the preparation of nurses for primary 
health care in the communi(y. 



Adoption of the plan 

It is essential that the plan for curriculum revi- 
sion and changes should be accepted by the teachers 
and administrators concerned in order to ensure 
effective implementation. Unfortunately, there is 
no single strategy that can be applied to all types of 
innovation as successful implementation clearly 
depends on many factors. Nevertheless, experience 
suggests that the following preconditions have to be 
satisfied if institutional change is to be brought 
about successfully: 

• the participants must feel that the project is 
essentially their own and not wholly devised by 
outsiders: 

• the project must be wholeheartedly supported by 
the senior officials of the system: 

• the change must be in reasonably close accord 
with the values and ideals of the participants; 

• the participants must feel that they have the sup- 
port and confidence of other teachers and health 
services personnel; 

• the participants must feel sure that their 
autonomy and security arc not threatened in any 
way. 

It is well to remember that making an order or 
regulation does not always mean that it can or will 
be put into effect. 
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Summary 

Having identified the need for change, it is neces- 
sary to define the extent or scope of that change, 
which may be confined to a particular course or 
topic* or may encompass an entire teaching pro- 
gramme. 

In the development of a plan for change to com- 
munity-oriented nursing, the first essential is to 
reassess the conceptual framework of nursing edu- 
cation in order to incorporate the implications of 
primary/community health care into nursing prac- 
tice in the community. 

Where change in the curriculum is required at the 



individual course level, it is possible for a small 
group of teachers associated with the course to 
develop proposals for its modification, giving 
greater emphasis to community-oriented nursing, 
but where change in the curriculum is squired at 
the programme level, the more coi hensive 
planning organization outlined in pha*; las to be 
adopted. 

In planning for change, it is essential to gather the 
necessary basic data required for decision-making 
in curriculum planning; to ensure that all con* 
cerncd are given carl> information about the pro- 
posed change; and to involve teachers and asso- 
ciated stafT throughout the proceedings. 
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Phase 3 

Implementing the 
plan for change 



The process of updating and reorienting the cur- 
riculum may be said to have begun with the ana- 
lytical reviews of community needs, nursing func- 
tions and tasks, and ; teaching/learning content of 
the educational programme (phases 1 a^id 2). 
During the time required for the curriculum jMan to 
be fully developed and agreed upon, some changes 
in content may already have been made Sn the 
established courses. Once the curriculum plhn has 
been finalized, it should stimulate further changes, 
aimed at incorporating community-ofiented 
primary health care approaches naturally ipto the 
various learning experiences. These course modifi- 
cations could constitute a powerful impetus to 
implementation of the total educational plan. 

However, the revision of the curriculum envis- 
aged in the plan goes beyond changes in individual 
courses. It requires a systematic change in course 
content, learning methods, and clinical experiences 
with the aim of developing nurses who, at all times 
and in all circumstances, will base their practice on 
concepts of community and primary health care. 
There will obviously have to be a corresponding 
change in the attitudes of those involved in 
teaching. 

The change plan consists of three interrelated 
parts; the objectives, course content and learning 

activ ities (including teaching/ learning approaches); 
and evaluation procedures. 



Statement of Objectives 

Objectives describe the expectations for student 
learning through the various units of study. These 
course objectives must be in harmony with the 
more general curriculum objectives of the pro- 
gramme of the school. Therefore, before developing 
objectives, teachers, together with their clinical and 
health services associates, should: 

• review the school's statement of philosophy and 
educational aims; 



• review the proposed curriculum plan for com- 
munity and primary health care in relation to 
their particular subject matter; 

• re-examincj the course analyses and proposals for 
change; 

• study the implications of the national health plan 
for nursing education and service, in so far as 
these are pertinent to the course; and 

• reaffirm tf^e relevance of the changes proposed to 
the prevalent health needs of the country and 
local communities. 

With this 1 background, a revised statement of 
proposed programme objectives can be prepared. 
This should complement the more general cur- 
riculum goals, clearly indicating the relevant con- 
tent areas and whether they are directed primarily 
towards care of the individual, the family, or the 
community at large. Course objectives can then be 
similarly revised to specify how the individual 
courses enable students to meet the health needs as 
reflected in the departmental and/or programme 
(school) objectives. 

These educational objectives should describe the 
basic behavioural competencies students are 
expected to develop through the study programme. 
They should reflect the knowledge base, skills, and 
attitudes considered necessary for the student to 
function responsibly at an elementary level of pri- 
mary health care. Also, it is important to indicate 
what measures will be used to determine whether 
the objectives have been reached. These attributes, 
in addition to making the educational aims clear, 
provide the basis for student evaluation. Table 6 
illustrates the relationship between programme, 
departmental, and course objectives using exam- 
ples from maternal and child health nursing. 

Teaching/Learning Approaches 

Nursing proficiency in community and primary 
health care requires the ability to assess the health 
of individuals, families, and groups; intervene 
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Table 6. Examples of the relationship of the school objective to departmental and course objectives in regard to 
maternal and child health 



School objoctivo 



MCH department objoctivos 



Objoctivos of courso in MCH nursing 



To preparo a nurso to provido 
promotive proventivo, uuuuvo 
and rohabihtativo waro to <ndi 
viduals. fdiTMiios, and iho wOm 
munity 



To onoblo tho student 

0) To apply prmcipios ot primary ana 
secondary provontion io caro during 
tho Uuid-roariing phasos uf iife 



(2) To assoss matornai, infant, and child 
health caro and health sorvico cov- 
erage in tho community 



(3) To provide primary health caret to 
individuals and (am^es 



(4) To evaluate the care providod 



To assist tho studont. 

ia) to dosenbo human growth and dovoiupmof.i. and so^ol. cultural, and bio 

logical dotorminantS of matornai and child health 
\t» to uso epidemiological mothods la.g.. determination uf uskt as a basis for 

provontivo health caro. for understanding standards of caro. and for sotting 

priorities of caro for improvod matornai and child hoalth 
\a) to colloct a data base rolovant to matornai and child hoaljh. including domog* 

raphy. vital statistics, cause and distribution of common iHnossos/abnormal- 

itios. community priorities, and rosources for hoalth cafe 
(fc) to idontify groups at high nsks of illness and poor dovolopmonrand to devolop 

skill in analysing theso risks 
(c) to utilize opidomiological approaches to common health probloms as a basis 

for planning and ovaluating caro stratogios 
(cr) to intorprot community findings in torms ot MCH hoalth noods. pnonties, and 

sorvico objoctivos 

ie) to obtain hoalth histonos and assess physical conditions of antonatal and 

postpartum pationts and of infants and young childron 
(M to assoss factors influoncing family hoalth gonorally and matornai and child 

hoalth specifically and to plan follow-up sorvices to individuals and familios 

basod on risk 

(c) to initiate with tho family, oppropnato provontivo strategies and provido 
instruction and guidanco in positivo health bohaviour including 

— nutritional counselling 

— family planning 

— solf'caro tochniquos 

— immunizations 

(a) to use criteria in assossing tho effectiveness of care to familios 
(i?) to imtiato. with individuals and families, cooporativo mothods for ovaluating 
caro 
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through education and caring processes, and 
evaluate practice based on patient, family, and 
group responses to health care. It represents a syn- 
thesis of social and biological sciences in that it 
relies on the study and use of: 

• the science of medicine, including physiology . 
psychiatry, pathology, and pharmacology, in 
relation to the development and treatment of 
common health problems. 

• the science of public health, including epidemi- 
ology, statistics, and administration of health scr- 
vices. applied to assessment of community 
health, identification of high-risk groups, 
methods of prevention, and the extension of 
health care coverage; and 

• ihc social and bchav loural sciences related to life 
style, behavioural patterns affecting health, 
development of disease and disability, pre- 
ventive mechanisms, and community organiza- 
tion for health. 

A knowledge of the theoretical basis of nursing 
practice is fundamental to the development of 
problem-solving abilities, setting priorities, and 
predicting the outcome of care. For students to 
develop skill in providing and guiding primary 
health care, they must be given ample opportunity 
to use the techniques and procedures that comprise 
that care. They must learn through practice to apply 
concepts, examine theories, and use the nursing 
care processes as they deal with real-life situations. 



Community-oriented nursing practice based on 
primary health care includes, for example, the use 
of: 

• history-taking techniques and health assessment 
of individuals and families in order to identify 
their health needs and their ability to meet those 
needs; 

• methods of assessing community health and 
health care coverage to identify common health 
problems, groups at high risk, patterns of care, 
and health priorities; 

• strategies for planning and providing pre- 
ventive, promotive health care in collaboration 
with mdiv iduals. families, and community 
groups; 

• regimens for treating, curing, and rehabilitating 
patients in their homes, as well as in clinics and 
hospital settings; 

• ways of organi/jng and participating in team 
efforts to improve community health and of 
involving schools, industries, social organiza- 
tions and other sectors in community develop- 
ment activities: 

• methods of promoting individual and family 
health through such processes as family planning, 
nutrition education, use of supportive services 
and self-care; and 

• techniques appropriately adapted to the social, 
cultural, and economic environment of the com- 
munity. 
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Because the nature of health problems in com- 
munities varies so widely in different areas, it is not 
possible to design a model syllabus for primary 
health care that would apply generally. Each school 
will need to decide what content is to be expanded 
and how best the primary health care approach can 
be incorporated into the programme. Whatever the 
plan, the teaching programme needs to be con- 
cerned explicitly with nursing care processes (i.e., 
assessment for identification of need, implementa- 
tion of care, and evaluation of the cfTectivencss of 
care) and to relate these to primary community 
health care. Fig. 2 illustrates how care processes are 
applied to various population groups (see also 
Annex I). 

The rev k w of learningareas that are important to 
primary health care (as illustrated by the example in 
Table I) is again useful in developing the teaching 
outline for each programme and course. Fig. 3 pro- 
vides a format for constructing the details of the 
study unit concerning common diseases and health 
problems It demonstrates how various types of 
prevention implementation strategics apply quite 
naturally to specific patient and population groups 
and how content, methods, and techniques 
inherent in primary health care can be organized to 
form a coherent study plan. 

Fig 3 demonstrates how content and practice 
requirements evolve from consideration of. the 
natural history (etiology) and distribution ofprcva- 
lenl health problems; their efTect on indi\idual, 
family, and community function, and methods 
available for their prevention, treatment, and con- 



trol. The figure also indicates that there is a wide 
variety of strategics fo«* teaching all components of 
primary health care. When these options are dis- 
cussed by teachers and service colleagues together, 
course content can be arranged so that all the essen- 
tial elements of care are included in the programme 
in a logical sequence. These discussions will help to 
identify what study materials (i.e., textbooks, other 
reference sources, equipment, etc.) are needed and 
can be shared by several courses, what facilities are 
available or need to be developed, and what finan- 
cial support may be required to carry out the change 
plan. 

Instructional strategies and learning 
methods 

The practice setting is critical to the learning pro- 
cess. Not only does it influence what is learned but 
it is a powerful force in determining patterns of 
providing care, in forming attitudes and percep- 
tions, and in setting goals for outcome of care. Pat- 
terns of infant growth and development are not 
learned solely through the care of sick and 
abnormal infants but rather through the study of 
healthy babies and their families in their homes and 
communities. Similarly, primary health care must 
be taught in environments where the need exists, 
that is, where common diseases and injury usually 
occur and arc treated, where primary prevention 
and early treatment can be instituted, and where the 
stresses of day-tu-day li\ ing and their health effects 
are evident. 



Fig. 2. Conceptual model of community health and primary health care 



1. Health status 

Essentially well 



Common illnoss/injury 



Lass common illness/injury 



Chronic illness/disability 



2. Levels of prevention 

Primary prevention 

o g.» hygiono 

adequate nutrition 
family planning 
immunization 
safe wator supply 
sanitary waste disposal 
clean environment for 

childbirth 
mensgemont of stress 

Secondary prevention 

o g , screening 

caso*finding/diagnosis 
early treatment 
repair of abnormaMies 
prevention of dis&btMy 



Tortiary prevention 

e g , prevention of complications 
occupational therapy 
support during terminal illness 



3. Population groups 

High-risk groups 

e g,. pregnant women 
infants 
adolescents 
aged 
stressed 
poor 



individuals, families, and 
communities 



Individuals, families, and 
communities 



4. Care settings 

Community 

eg, homes 
schools 
industries 
hoalth contres 



Hospitals 

o g . genera! 
specialized 

Community 



e g , homes 
schools 
nursing homos 
health centres 
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Fig. 3. Format for studying the distribution of disease and other health problems, with related health service 
interventions 



1 . Natural hlstOfy/dUtrfbutton of health prot>Mm[s) 



A Stages of disoaso/hoalth 

p:ob!om($) 

B Principal manifestations 



2. Haalth tardea Intarvantlona 

A Principal luetics 



B Spocrfic sirotoQiot 



Pra-onsot 



Risk factors 
Domogrcphic. 
behavioural, 
environments! 



Hoalth education 
specific pravontion 
e.g.. immunization, 
social support, 
sanitation 

Pnmary prevention, 
hoalth promotion 
(to reduce risk) 



Biological onset 
Signs 



Screomng for early 
diagnosis and treatment 
of disease 



• Clinical onset * 
Symptoms 



Diagnosis and treatment, 
laboratory tests, drugs, 
surgery, etc. 



Secondary prevention 

(for carty diagnosis and treatment) 



, Cure 
-^J Chronioty 
Death 



Medical management, 
phytic*! and occupational 
rehabilitation, nursing, 
social services, etc. 



Tertiary prevention 
(to rriuce disability 
and complications) 



Therefore, when decisions arc being made about 
the theoretical content and associated practice 
experiences that arc to be included in the course, 
thought needs lo be given to locations and env iron 
men is that offer the best possible conditions for 
learning. Teachers will find this opens up the pus- 
sibilil) of using a multitude of settings not pre- 
viousl) considered, homes, clinics, rural health 
centres, schools, industries, and community work 
projects arc just a few of the places encompassed in 
ihc concept of primar> health care that offer oppor- 
tunities for student practice. 

At the same time, consideration should be given 
lo wavs of developing or expanding traditional 
practice experience lo give the greatest possible 
prominence to the concepts of primar> health care 
and comrnumt) nursing. Assisting hospitals to 
extend their services into the communit> (for 
example, through follow-up patient care, outreach 
to high-nsk populations for pnmar> prevention, 



and carl> case-finding and treatment of individuals 
with prevalent diseases) has a threefold effect, it 
provides important experiences for students in 
established training centres, it enlarges the role of 
the hospital as a communit) health base and brings 
health scrv ices into the community , and it prepares 
the wa> for the employment of nurse graduates in 
positions that utilize their community practice 
skills. 

Once the practice sites have been selected and 
arrangements made for them to provide the desired 
student experiences, they should be described in 
course outlines and syllabuses. 

At this point, a listing of the course objectives 
along with the theoretical and practice experiences 
included in the study unit will show how the course 
content relates to each objective and will point up 
gaps or limitations in the study unit. Plans for 
enlarging the course conicnuhat have not yet been 
implemented arc also noted. This is illustrated in 



Table '* . Listing of objectives of a maternal end child health course, with the content and practice related to 
each 



Course objectives 

To enable the nurse: 

(a) to understand human 
growth and development 
and social, cultural, and 
biological determination 
of maternal and infant 
neatth 



*£) iw develop an optdomio 

ventivo health care, for 
understanding standards 
of care, and setting priori- 
ties of caro for improving 
maternal and infant 
health 



Content 

human enotomy pnd physiology 
social science frameworks tn human 
development and behaviour 
family hearth as a function of genetics, 
life-style, and environment 
epidemiology of hearth/illness in mothers 
and infants ; birth records, morbidity, and 
mortality rates 



epidemiology of riine&sea common lo 
muttof* end iftiidxen with moasuios ivi 
thoir prevention and treatment 
local caro practices 

incidence/pravalence of demographic 
characteristics 



Practice 

observations of two communities — 
discussion with several mothers in the 
communities about their hearth during 
pregnancy and cera of their infants 
participation in health centre clinic, taking 
family and health histories, infant meas- 
urements 

summary and analysis of maternal/infant 
statistics for one community 
assist mothers with care of well babies, 
observing their feeding, bathing, and 
rearing habits 

administration of immunuatfons end 

screening tests appropriate to conditions 

studied in homes end clinics 

assist families with care of side infants at 

home, teaching prevention and health 

promotion 

discuss problem with smaN community 
group: planning for prevention, case- 
finding, and early treatment 



Comments 



student visits with birth 
enenoents to mother » m vil- 
lage to be added when stu- 
dent transportation and 
housing can be arranged 
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Tabic 7 . again using examples from maternal and 
child health nursing. 

The pattern of teaching primary/community 
health care also influences student learning. In 
some schools, the theory is taught prior to intro- 
ducing students to practice. In other situations 
practice precedes theory. Such separations of 
theory and practice usually occur when teachers arc 
primarily responsible for theoretical instruction 
and service staff demonstrate and supervise prac- 
tical work, or when the teaching stafT is small in 
number and teachers arc responsible for all aspects 
of instruction in more than one clinical area. It is 
generally agreed, however, that teaching is more 
effective when theory and practice arc presented 
concurrently and the roles of classroom teacher and 
clinical service instructor arc merged. All members 
of the teaching staffarc then able to help students to 
understand concepts by applying them. By pro- 
viding direct care, giving back-up support and con- 
sultation, and by participating in demonstrations 
and study projects, teachers maintain their clinical 
skills and at the same time keep their teaching vital 
and relevant. Ideally, a reciprocal teacher/learner 
role is encouraged, whereby the teacher, func- 
tioning as role model, learns with and from the 
students. Together they try innovative methods of 
extending care to undcrserved groups, test different 
approaches to primary prevention, and analyse 
population responses to find ways of promoting 
self-reliance in health matters. 

Schools that have not previously expected 
instructors to function in these expanded roles, but 
are planning to do so. will need to prepare both the 
teaching and the clinical practice staff for their new 
responsibilities. Classroom teachers frequently do 
not feel comfortable in the practical situation; 
clinical practice instructors may not be up to date 
with the theoretical basis of practice. Both will need 
help in strengthening their background through a 
planned continuing education programme before 
thev can comfortabl> and effectively combine the 
rules of classroom teacher and clinical practice 
instructor. 



Designing Evaluation Procedures 

Early in the implementation of the plan for 
change, consideration should be given to designing 
some form of evaluation procedure that could be 
used to monitor the progress of student learning 
and the effectiveness of course design (see Phase 4. 
p. 38). 
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Evaluation of student learning 
The purpose of this evaluation is twofold: 

• to demonstrate the extent to which student com- 
petence in primar> health care conforms with 
expectations and stated objectives, 

• to find wa>s of improving the teaching learning 
process in primary health care that will result in 
more efficient effective student learning. 

Evaluation is a continuing process that takes 
place throughout the learning period and on com- 
pletion of the course. Traditionally it includes 
written and oral examinations, case presentations, 
problem-solving discussions, and observations of 
student performance in practice settings. In addi- 
tion, allowing students to assess their own develop- 
ment gives an important dimension to the evalu- 
ation. Such self-assessments reflect student expec- 
tations of their own abilities and of the study pro- 
gramme; their developing interests, attitudes, and 
judgements about nursing, community health, and 
the health care system: and their feelings of self- 
confidence and personal accountability in pro- 
viding care. In order for self-evaluations to be most 
helpful, however, the students must be well 
informed about the course objectives and the com- 
binations of learning methods being offered to 
achieve the objectives. They must be encouraged to 
point out positive as well as negative features and to 
validate their observations systematically. With 
this background, self-evaluations can be a substan- 
tial aid to teachers in adapting content to the indi- 
vidual needs of students, in pointing out weak- 
nesses in the study programme, and in suggesting 
ways of improving the total learning experience and 
its possible impact on the health and health services 
of the community. 

As indicated above, the measures used to 
evaluate student learning are drawn directly from 
the stated course and programme objectives. When 
each major objective is developed, the teachers and 
clinical practice instructors responsible for the pro- 
gramme should ask themselves what evidence they 
would accept as indicating that students have, in 
fact, attained the objective. Table 8 represents a few 
examples to illustrate this. 

These early indicators of student learning must 
relate to the content and learning activities actually 
provided in the course. In some instances, the con- 
ceptual-theoretical basis ma> not have been devel- 
oped as envisaged, practice sites may not have been 
ready for students as originally planned, or pro- 
gramming may not have proceeded as expected. 
Therefore, before each evaluation period, teachers 
should review the content and learning activities 
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Table 8. Examples of course objectives and corresponding questions to evaluate student competence 



Court* objectives 

To rmabfo tho studom 
,ai iw assess health state* 
dnd funu>on based wr» Iho 
rr>«dom>olcKjy o' «ick 
no ss /health 



i£» i.v «i«]-/o «.wuuv^ <-»f *oif 
earn and indopondonco of 
?*v?ng m planning and 
evaluating intervention 
suatt^<os 



.1 



of pr«vf»ntion 



Questions concerning Individual 
and family cart 

Docs (ho studont 

take hoalth histories and maKo u&jOb 
livo observations and moasuromonts 
consistont with normal pattorns of 
growth, dovolopmont. and function as 
appropriate to tho individual's ago 
sox, and daily activity? 

- dotarmmo individual and family risks 
for common disoasos and othor prov 
atom hoalth problems by scroonmg for 
biological, social, and associatod risk 
factors ? 

- show understanding of personal and 
'.family difforoncos in assessing hoalth 
^behaviour and caro pattorns? 

-demonstrate skill and sonsitivtty in 
. analysing tho abovo data to identify 
individual and family noods and plans 
for care? 

* mvuivo (ho patient, family < and fOtatoo 
groups in dovoloping (ho plan for caro 
and follow up of hoalth probloms 
idontifiod ? 

- uso pation(/famtly education (.mor- 
protmg (ho causo and naturo of (ho 
probloms idontifiod and thorapeutic 
options availablo (o (hem) as a primary 
moans of prevention? 

- assis( pa(ion(s/familtos (o uso com- 
mumty rosourcos (o promo(o (hOir 
health s(atus wisoly and effectively 

admimstoi safo, «Pp«upiiaio 4 and 
skiiiod ptovontivo iatO, muudmg 
immunizations, nutrition, counselling, 
*am»!y piattn>ng. spocific trootmont of 
tilnoss and injury. o(c , in home, clime, 
and hospital? 

- adapt (horopeuoc rogimons and 
s(andards of caro (o (ha patioms phy- 
sical and psychosocial neods as 
appropne(o to (he care setting and 
ava.iablo rosourcos? 

- »?omor>s(ra(o a sonso of accoun(abili(y 
Or pottont and family care, sorving as 
odvocato with other community sec« 
tors and helping to develop commu- 
nity resources and supports nocos- 
sary for comprehensive health ser 
vices? 



Questions concerning blgrvrisk groups and community health 
Does tho studont 

uso noiOvant vital *tat**tfi»< moibidity and men amy da:a. and standardized 
moasures to comparo tho health status of various groups? 

- use rates to oxpross mcidonco and prevalence and to dosenbo factors associatod 
with risk ? 

- rolato pattorns of diseoso and caro bohaviour to the identification of populations 
at risk for common hoalth probloms? 

mvolvo portmont community groups (o g . rcprosontotrvos of hoalth and rolatod 
soctors) m analysing community hoalth problems and planning solutions? 

- uso a scientific rationalo in problom solving? 



pian stieiogius lui improving tvmmumty naaiui amung rtighnsK ana other con- 
cornod groups? 

maiato and assist m community hoaitr* education roiatod to provaiont disoasos 
and disabling conditions , teach undorlymg causes and mothods of provontion, 
troatmont, and control? 

socuro participation of the community in tho dovotopmont of rosourcos noodod 
for health programming? 



poiimpato m extending pnmary health iat0 lOvOiego to undoi served groups by 
piw.diny outreach sorviv.es, loathing; supporting community hoalth worKors, 

and providing diroct caro to individuals based on risk? 

understand and omphasuo nutrition and food distribution as a basic primary 

prevention strategy? 

domonstrato ability to work offoctivoly with interdisciplinary and multisoctoral 
hoaJth toams in focal health centres? 

show ability to ovaluato offectrvonoss of sorvice using oppropnato procoss and 
ou(COmo measuros? 



prov tded in the course to make certain that both the 
methods being used to examine student perfor- 
mance and the criteria selected to judge their suc- 
cess are still \ alid. Modifications should be made as 
indicated and the resulting operational evaluation 
procedures and course requirements made known 
to the students. 

Periodic evaluations of individual students arc 
essential to identif> those who need special assist- 
ance in understanding pnmar> health concepts 
and ur in developing practice skills. The underlying 
cause of the problem can usuallv be uncovered 
through teacher student conferences, or with the 
help of a student advisor, department head, or 
school counsellor Then, by planning with the stu- 
dents, wavs can be found to correct the problem. 
This mav involv e the adjustment of assignments, 
prov iding detailed stud) guides, additional demon 
siralions, or personal support from teachers and 
colleagues during periods of stress. The individual- 

O 

ERIC 



i/ation of stud) programmes in this wav is impor- 
tant to ensure that all students develop an accept- 
able degree of competence in each unit of studv. 
thus preparing them for the courses to follow and 
ultimate!) for administering effective nursing ser- 
vices as needed b> the people of their communit) 
and country. 

Course evaluation 

Although such evaluations are helpful for indi- 
vidual students and mav even lead to changes in the 
study plan, difficulties experienced bv one or two 
students cannot be generalized to the student bod) 
as a whole. Evaluation of class responses is the 
essential means of determining the adequacy of the 
course content. This is done b) aggregating the stu- 
dent scores for each major content area and ana- 
lysing the results to sec what proportion of students 
show a satisfactory level of achievement and what 
proportion fall below the acceptable level. Lxpecta- 
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tions for class achievement vary with the previous 
experience and background of the students, size of 
the class, and similar considerations. However, in 
general, if one-fourth of the class scores in any one 
area are marginal or below the required standard, 
the teacher should examine the study plan for lim- 
itations that may explain these findings. Learning 
deficits that occur early in the course may indicate 
that the students need more preparation for a par- 
ticular unit of study and a better grasp of funda- 
mentals. Such deficits may also signify that the 
course needs to be more closely related to previous 
study units so as to eliminate gaps or inconsisten- 
cies between courses. Problems appearing later in 
the course may mean that the content needs to be 
reinforced or concepts made more explicit as they 
are applied topracticc. They may also reflect con- 
fusion between the new and traditional focus of 
nursing. Services observed in established care set- 
tings are apt to vary markedly from those that stu- 
dents are expected to provide in a. health s>stcm 
based on primary health care. Even when these dif- 
ferences have been discussed with the students, the 
contradictions observed in the actual provision of 
care may be difficult and impede learning. 

In order to interpret class responses accurately 
and to obtain pointers for impro\ing the course, it 
is essential that the classroom teacher and clinical 
practice instructor discuss the evaluation results 
with the students Through these discussions, the 
class obtains a more complete knowledge of the 
subject, misunderstandings can be corrected, and 
course objectives further clarified. Simultaneously, 
the teacher learns what aspects of the course arc 
being effectively presented and what needs to be 
reinforced Questions and comments from students 
reveal learning gaps and may also suggest way s of 
correcting common misconceptions. 

In addition, with increased understanding of the 
direction and goals of the course, the students can 
share in its development, seeing alternate c 
approaches to primary health care, and working 
with the teacher to enlarge upon the concepts. 
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Student input is especially valuable to the teacher 
in c\ aluations at the end of the course. On comple- 
tion of each study unit, teachers should make a 
thorough review of the course before planning for 
another student group. In this final review, the stu- 
dents should summarize what they have learned 
from the course, thus giving a "learner" perspective 
to the review. In this way, each new class of students 
bencfift from the experiences of its predecessors. 

These course evaluations have still another pur- 
pose. They provide a basis for examining the suc- 
cess of the respective departments in reaching their 
goals and, ultimately, for evaluating the effective- 
ness of the total educational programme. These 
procedures arc discussed in phase 4. 



Summary 

Implementing the plan for change requires a sys- 
tematic development of the content, the learning 
experiences, and the assessment and evaluation 
associated with the course. 

In determining course content, it is necessary to 
derive and write learning objectives that describe 
all the behavioural performances expected of the 
student at the conclusion of the course, but particu- 
larly in relation to community-oriented nursing 
based on primary health care. The learning experi- 
ences to which the student is exposed need to be 
developed so as to facilitate achievement of the 
learning objectives that have been identified, and 
arc likely to require the teachers to adopt practices 
with which they may not already be familiar. 
Assessment of student achievement and evaluation 
of the course arc essential in the systematic design 
of courses. Care should be taken to ensure that 
assessment of students measures the achieve- 
ment of the stated objectives, and that evaluation 
of the course is likely to lead to improved 
teaching learning in primary health care and com- 
munity-oriented nursing. 
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Phase 4 

Evaluating the plan for change 



E\aluation of the nursing education programme 
Is the process ofdetcrmining the extent to which the 
education provided is effective, efficient, and 
makes a significant contribution to meeting health 
*arc needs. Katz defines programme evaluation as 
"a process of making informed judgements about 
the shara^icr and the quality of an educational pro- 
gramme or parti thereof'.' More specifically pro- 
gramme evaluation aims at. 

• measuring progress towards defined programme 
objectives; 

• identifying and resolving conflicts and inconsis- 
tencies in the educational programme; 

• providing indications for further improving the 
use of available resources; 

• providing baseline information for future evalu- 
ations; 

• stimulating intrcased efficiency and effective- 
ness in the programme; and 

• deepening the insight of educational administra- 
tors and others responsible for the curriculum 
into the programme's accountability to the com- 
munity in providing nurses for primary health 
care practice. 

The overall responsibility for the evaluation 
usuall) rests with the curriculum committee or a 
subcommittee on evaluation. As indicated earlier, 
the curriculum committee is responsible for the 
curriculum review and for designing the curriculum 
so that the focus is on the community and pnmar> 
health care. Likewise, it monitors implementation 
v f ;hc vuxriculum plan and should pcriodicall) 
wtu!ua;c iucflc tivencss. The process of systematic 
planning- implementation- evaluation is funda 
mental uXvonnn ial curriculum development. 

Man> of the procedures described in developing 



1 Katz, EM* Guidelines for evaluating a training programme 
for health personnel Oeneva. World Health Organization. 1 V78, 
p. 5 tWHO Offset Publication No. 38). 
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the curriculum plan (phases 1 and 2) apply also to 
the evaluation of the curriculum for its communit) 
health orientation. The difference here is that 
teachers and others involved in the earlier phases 
will be better prepared for their role in the evalu- 
ation. They will be more knowledgeable about the 
aims of the programme, able to be more critical of 
the proposed strategics, and armed with the ex- 
perience and findings of course evaluations ob- 
tained in the process of implementing the revised 
curriculum. 

The frequency and timing of evaluations depend 
on the stage of curriculum development and on 
changes occurring in community health. When 
broad changes arc being made in the curriculum 
that cut across many and possibly all programme 
areas, programme evaluation should be undertaken 
at regular intervals. Similarly, dynamic changes in 
community health— in the type or nature of preva- 
lent problems or in strategies proposed for acceler- 
ating their prevention and control— increase the 
need for frequent curriculum evaluation. In both 
cases, the aim is to keep the entire nursing educa- 
tion programme relevant to community needs and 
health service efforts. In addition, the regular cur- 
riculum evaluations should be supplemented by 
interim monitoring of courses by the respective 
departments and study units. 

Criteria for Curriculum Evaluation 

Evaluation of the curriculum for its orientation 
to community health is directed towards answering 
three fundamental questions, each of which leads to 
other questions concerning the educational pro- 
gramme and to the development of criteria against 
which to judge the success of the curriculum 
changes. 

The first question to be asked is: 

Have the curriculum changes that were consid- 
ered necessary to achieve community health and 
primary health care objectives been implemented? 

- 41 



Phase 4: Evaluating the Plan for Change 39 



The important considerations here arc not only 
whether changes have been introduced but also: 

• Was their implementation kept reasonably close 
to the desired schedule? 

• What factors seemed to facilitate the changes? 

• What factors obstructed efforts to change? 

• What can be learned from the experience so far 
that could make further programme changes pro- 
gress more smoo'dily? 

• Have all the courses in the cumculum model 
been developed or modified as planned? 

• Where arc the gaps and how might they be elim- 
inated? 

• How can the programme objectives be refined in 
the light of these experiences? 

Answers to these questions must be obtained 
from teachers, clinical supervisors, students, and 
those responsible for implementing concepts of 
community and primary ncalth care in the cur- 
riculum They rely on the monitoring of the change 
process at the end of each term and at the end of 
each year of study. 

The second fundamental question is: 
Did the expected changes m student knowledge* 
attitudes, and competence occur? 

Answers to this question rely on assessments that 
monitor student competence during and at the end 
of each term, on completion of a unit of study, and 
on completion of all educational requirements 
prior to graduation. The question represents the 
first step in determining the effectiveness of the pro- 
gramme in that it asks explicitly whether the pro- 
gramme is in fact preparing nurses who arc able to 
meet community needs consistent with the aims of 
the educational programme. It also implies con- 
cerns for efficiency in meeting the objectives. 

Monitoring student competence 

The monitoring of student competence involves 
the following procedures: 

• A comprchcnivc assessment of the reports on the 
systematic testing of student learning in the 
courses taken. This includes written and oral 
examinations, discussions and observations 
relating to student performance in practice set- 
tings, and student self-appraisal throughout their 
courses. All of these appraisal mechanisms deter- 
mine whether students h?vc developed the 
understanding, values, an^_ xchnical abilities 
expected of them in accordance with specific 
course objectives. Specific procedures arc 
described under "Course evaluation" in phase 3 
(p. 36). 



• Review of student progress in relation to the pro- 
gramme objectives. Criteria developed to 
measure learning are generally included in study 
units. They require the use of knowledge and 
skills gained in the various study units and reflect 
the students* ability to synthesize related learning 
experiences and to apply them appropriately in 
practice. The use of case studies, investigative 
reports, problem-solving assignments, and 
involvement in demonstrations and research 
projects are examples of mechanisms used for 
this purpose. The findings are reported separately 
as one part of the respective course evaluations 
and are examined by teaching staff in the depart- 
ment in terms of students' cumulative learning, 
role development, creativity, and accountability. 
At the same time, the teachers look for deficien- 
cies in student responses and for possible expla- 
nations that might suggest ways of improving 
programme effectiveness. 

• Reports by teachers to the curriculum committee 
describing student progress towards meeting 
goals. These reports summarize the above find- 
ings, including course scores, student practice 
evaluation, and other evidence of student 
learning corresponding to stated objectives. 

Monitoring course content 

The monitoring of course content involves the 
following procedures: 

• Review of individual courses in relation to the 
schedule for change outlined in the curriculum 
plan. This is again accomplished by using the 
format given in Table 5 to check the course con- 
tent against the stipulated learning for commu- 
nity health and primary health care objectives. 
Comparisons can then be made with previous 
reviews and with proposed schedules for change 
to show missing elements as wcil as progress 
made. 

• Review of progress made in units of study by 
participating teaching staff and associates. This 
requires aggregation of the data obtained above 
for all courses in the unit (Tables 3 and 4) and 
critical analyses of the results across courses for 
adherence to the curriculum plan. 

• Reports by teaching staff to the curriculum com- 
mittee of efforts, achievements, related learning 
experiences, and future plans. 

These reports provide the basic data for evalu- 
ating the curriculum content and structure. The 
members of the curriculum committee will need to 
study them to identify which changes have been 
made and which arc still to be implemented in the 
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various departments and in the curriculum. In 
addition, interviews with the teaching staff, indi- 
vidually and in groups, will be needed. These dis- 
cussions enable the c valuator to make certain that 
the monitoring reports are analysed in the proper 
perspective and that the teachers are able to reflect 
on the significance of their experiences for the total 
programme. 

Monitoring programme effectiveness 

Study of the data given in the teacher reports, 
again supplemented by interviews with students 
and teaching service staff, can yield conclusions as 
to the effectiveness of the educational programme. 
The interviews are important for validatmgjudge- 
ments about student performance made on the 
basis of written reports (considenng unfavourable 
as well as the desired responses of students and 
others in the teaching-learning environment) and 
for refining criteria and methods for determining 
behavioural outcomes. They are also important in 
assessing the perceptions of students, teachers, and 
others who might influence the learning process 
and they aid in deciding whether the courses have 
succeeded in developing each student as a whole 
person responsible for providing relevant health 
care. 

It is to be expected that graduates of nursing 
schools orien ted to the primary health care approach 
will demonstrate the basic characteristics of com- 
munity health nursing, described earlier, more 
often and in more ways than graduates of tradi- 
tional nursing programmes. 

A longitudinal study of students' practice after 
graduation will provfdc data about programme 
effectiveness. For example, graduates of the revised 
programme can be expected to be. 

• more active in extending primary health care to 
underserved groups; 

• more likely to be employed in out-of-hospital 
settings; 

• more often engaged in providing preventive 
health care; 

• more apt to use epidemiological methods in plan- 
ning and analysing health care; 

• more involved personally and professionally in 
stimulating community efforts for improved 
health. 

A third fundamental question that should be 
asked is: 

Have the school objectives in regard to community 
health and primary health care been reached? 

Because there are so many factors affecting com- 
munity health and primary health care services, 



those responsible for programmes preparing health 
personnel understandably hesitate to ask this ques- 
tion. However, since it reflects the fundamental 
reason for applying these concepts to the nursing 
curriculum, it represents one of the most important 
questions to be asked in evaluating the programme. 
At the same time, the curriculum committee should 
be prudent in specifying elements inherent in the 
question and in looking for answers. If such ques- 
tions arc to be asked, technical assistance should be 
sought from experts in programme evaluation 
methods to make certain that the procedures fol- 
lowed arc sound, relevant, and manageable and will 
lead to valid and reliable assessments. 

Katz has suggested that, as an aid to an wering the 
above question, the following subsidiary questions 
should be asked and he has also indicated possible 
sources of the information needed to answer 
them: 

1. Are the programme goals consistent with what is 
known aboui the health needs of the people for 
whom the programme is intended? 
Sources: Results of epidemiological survey; 

country Health plan; statement of pro- 
gramme objectives; interview with 
director. 

2. Are the characteristics and abilities of the 
teaching staff consistent with the requirements 
of the programme? 

Sources: Interview with staff; observation in 
classrooms. 

3. What is the total cost of the progamme? 
Source: Budgetary analysis. 

4. Has the programme had effects other than those 
intended, e.g., students becoming alienated from 
their community or becoming dissatisfied with 
their intended role after training? 

Sources: Interviews; observation. 

5. Has official support for the programme 
increased? 

Sources. Interview with ministry of health offi- 
cials; analysis of plans. 

In conducting the evaluation of how well the 
revised curriculum has succeeded in resolvingcom- 
munity health problems, it has to be borne in mind 
that some needs can be met more readily than 
others, some are more responsive to nursing inter- 
ventions, and some are more easily measured than 
others. It will therefore be necessary to select those 
conditions that can be used as indicators of pro- 
gramme effects. Once indicator conditions have 
been chosen, an cv aluation study can be 
designed. 
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Planning for such a study should begin with the 
development of the curriculum plan and be carried 
forward as an important part of the implementation 
of changes in each course and programme. 
Assumptions regarding the effects on community 
health are implicit in the rationale of the curriculum 
plan, in the setting of educational objectives, and in 
the selection of subject matter taught to reach the 
objectives. 



Summary 

Evaluation of the nursing education programme 
is the process of determining the extent to which the 
education provided is effective, efficient, and 
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makes a significant contribution to meeting health 
care needs. 

In determining the effectiveness and efficiency of 
the programme it is necessary to monitor student 
performance and the extent to which the adopted 
teaching strategies are contributing to the students* 
learning experience and the achievement of pro- 
gramme objectives. It is also necessary to monitor 
the continuing relevance of the programme objec- 
tives to community-oriented nursing and the con- 
cept of primary health care. This last aspect of 
evaluation can be carried out only on a long-term 
basis and is closely related to evaluation of the 
contribution that the programme makes to the 
health care system. The need for such long-term 
evaluation should not, however, prevent the review 
of the curriculum and its evaluation within the time • 
available. 
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Annex 1 



Protocols for applying care processes to individuals, families, and 
community risk groups in the context of primary health care 



1 . Assessment of health status 



Individuals 



Fa m Hits 



Community risk groups 



A Data noodod to idontify 
noods and plan hoalth 
core 



Methods of collecting 
data 



C Analysts of data 



(1) Porsona! characteristics, e.g., ago, 
sox, race, marital status, othnic back- 
ground, financial status, oducation, 
occupation, lifo-style, 

(2) Health history, perceptions and atti- 
tudes about health/illness, health 
habits, source of care, priorities. 

(3) Family hoalth history, e.g., noods, 
support system, evidence of geneti- 
cally transmitted diseases. 

(4) Physical stato, e.g., condition of skin, 
nutrition, muscular development, 
sensory and neurological develop- 
ment, reproductive functioning, vital 
functions. 

(5) Emotional state, orientation to 
prosent, appearanco and behaviour, 
mood, cognition 

(6) Relationships with family, with social 
groups, role porformanco and satis- 
faction 



(1) Direct observation, gonoral survey of 
individual's health status and behav- 
iour 

(2) Interviews with individual patient and 
others concerned, taking health his- 
tory, hoalth perceptions. 

(3) Physical inspection and assessment, 
vonfying health history, problem and 
risk associations. 

(4) Use of standardized screening/diag- 
nostic texts. X-ray and laboratory ro- 
ports as appropriate to presenting 
prob!$m(*) and caro sotting, preva- 
lent diseases 



( 1) List existing and *u5>>tjc;ed ill* 
nosses/disabtlities 

(2) Consider possiblo causes and 
sourcos of tho problems identified, 
including genetic, social, and physi- 
cal environments. 

{3} Detormine vulnerability to pro va lent 
diseases and other health problems 
associated with ago. sex. or other 
personal and family charactenstics 

(4) Doscnbe health practicos in rotation 
to current or productive needs for 
caro. assign priorities to problems 
considering; 

soriousnoss of condition, potential 
offoct on family and community; 

— avattabiltiy of resources, implica- 
tes for community action* 

- potonttal for prevention, growth 
and development, recovery, and 
rehabilitation to independent Irv- 
ing, 

-implications for wvolvemont of 
other hoalth manpowor 



(UDomcgraphic, o,g,. ago and sax 
make-up, members, socioeconomic 
stetus, oducation, and occupational 
pattoms. 

(2) Hoalth history, probloms that affect 
the hoalth and function of tho family 
as a group, resources for health 
care, 

(3) Physical and tmotional environ- 
ments, illness/disability in members, 
related factors associated with com- 
mon diseases/disabling conditions. 

(4} Hoalth perceptions, health care be- 
f haviour of the family, of individual 
members; use of community re- 
sources. 

(5) Family relationships, rotos/rosponsi- 

bilities, 

(6) Decision-making strategies for 
health/health caro. 



(1) Review of available health records 
and vital statistics as appropriate to 
type and composition of family. 

(2) Direct observation of family life- 
styles, 

(3) Health history and interviews with 
head of household and other respon- 
sible persons. 

(4) Interviews with oach member of 
family, hoalth screening, 



MUM fi>ist>ng health probloms in 
families assessed: corridor- tfc^r 
prevalonco in community, thoir offeci 
on community health. 

(2) Examine social, cultural, and environ- 
mental factors that contribute to 
family health and the probloms Jdon* 
tiffed. 

(3) Considor potential health hazards for 
each group (age, sex, etc.) repre- 
sontod in family, indicate optimal 
modes of prevention, 

(4) Doscnbe health practices in relation 
to nood for hoalth care : consider ur- 
goncy of problems identified and ef- 
fect on family health, 

(5) Idontify ^community resourcos 
neodod to provido preventive hoalth 
care, to promoto family health. 



(1) Demographic characteristics, «,g«> 
age, aex, race, ethnic, socio- 
economic distributions; birth and 
death rates; life expectancy, 

(2} Physical environment, e.g., housing 
and sanitation, water and food sup- 
plies, educational and job opportuni- 
ties, climate, 

(3) Resources, e.g., tconomic status, 
schools, industries, economic and 
political forces; community cohe- 
siveness, the health care system, in- 
digenous providers of care. 

(4) Health states, e.g., major causes of 
illness, injury, and death; demo- 
graphic and geographic distribu- 
tions, growth and development of 
infants and children; fertility rates; 
nutritional states, 

(5) Primary health care: availability of 
basic services, accessibility to popu- 
lations, eligibility of high-risk 
groups. 

(6) Health behaviour of populations and 
subgroups; values, beliefs, percep- 
tions, use of health services, 

(1) Use of information already available, 
I.e., census data, morbidity and mor- 
tality statistics, hospital and outpa- 
tient Information, reports of commu- 
nity surveys, 

(2) Direct observation of health environ- 
ments of neighbourhoods and re- 
gions, comparisons of groups by risk 
of illness and disability. 

(3) Use of survey techniques to elabo- 
rate on available data. 

(4) Interviewing selected groups, a.g., 
community leaders, health planners 
and providers, high-risk groups. 

(5) Community self-study mechanisms, 

(1) Review social and epidemiological 
literature relevant to major health 
prebtero* tA demogrepWc and social 
groups. In community at tag*. 

{2) Present data in analytical formats, 
e.g„ flow charts, population profiles, 
and statistical tables by distribution 
of morbidity and mortality, by popu- 
lation charactenstics associated with 
poor health, 

(3) Describe community social and 
health needs. I.e., prevalent hoalth 
problems, trends, gaps in primary 
health services, in our.each and pre- 
ventive strategies, m community in- 
terests and participation in health 
care. 

(4) Examine relationships among com- 
mon diseases and population charac- 
teristics ; validate needs perceived by 
community groups, describe targot 
groups. 

(5) Draw inferences for service objec- 
tives related to specific preventive 
strategies; describe nursing respon- 
sibility for primary health caro. e.g.. 
training community health workors. 
providing care, intorsectoral involve- 
mont. 
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44 Curriculum Review for Basic Nursing Education 
2. Development and implementation of care plans fo. primary, secondary, and tertiary prevention 



Individuals 



Families 



Community risk groups 



A Punning wiirundiviOuais 
or groups concerned 
and with (ho health cdtw 
team 



b tmpn»mr>ot«juun qi pidn 



i tj considor nature ot prosontmg ptuu 
lems, risk of common disoasos/dis 
abimg conditions, and need foi *.vn 
firming diagnosos 

(2) Considor thorapios rocommondod for 
conditions and risks idonttfiod. re 
sourcos noodod. optimal caro sot" 
ting, and anticipated pationt out 
comos 

i3) Develop stratogios for provontivo 
caro in rotation to shon*torm and 
long-term objoctivos utilizing solf- 
caro. hoalth oducation, and suppor- 
Uvo tochniquos 

(4) Specify mdividuai/family responsibil- 
ities and thoso of caro team mem- 
bers 



ill Anange toi provision ut bcrviuus ill 

accordanco with care plan 
12) Pamcipato in tho caro plan by 

- assisting tho individual pationt and 
family to undorstand and carry out 
thoir responsibilities, adapting tho 
plan as indicatod in tho courso of 
caro, 

— providing/arranging for porsonai 
caro, troatmoni, and follow-up in 
tho appropriate sellings. 

- arranging for spociatizcd consulta* 
tion, roforrai, and rehabilitation 
scrvicos as noodod, assisting in 
coordinating caro of multiple pro- 
vidors, 

— working with communty agen» 
cios, institutions, citizon groups 
and others to dovolop community 
services rcquirod to moot primary 
health caro and rotated needs of 
tho individual 



tljCunsidui naiuru of chaiawiuitttUus. 
risk association, and dynamics opor 
at«n^ within family tolovant io tho 
hoalth of tho family as a wholo 

(2) Considor rosourcos and thorapios 
noodod for primary, socondary, and 
torttary provontton 

(3) Develop hoalth objoctivos, pnontios, 
and strategios for family action, for 
team mombors, draw mforoncos for 
community action 



ih Assist family w curaau individuate 
and agoncios rosponsiblo for provid- 
ing sorvicos noodod, clarify family 
caro plan, timing of caro, coordina- 
tion of sorvicos 

(2) Pamcipato in tho initiation and follow- 
through of tho plan by 

— providing health oducation and 
supporiivo care to family mom- 
bors to undorstand and carry out 
thoir responsibilities, 

— providing/arranging for specific 
provontton stratogios and for tho 
collection of data requtrod to 
ovaluato tho effectivonoss of tho 
plan, 

— adapting standard follow-up pro- 
coduros to family situation, 

— sorving as family advocate assist 
mg family to uso community ro 
sourcos and tho community to 
undorstand family noods 



\\t DoioiTiine v,ufTimun*iy undei standing 
of problom 

U) identity health goals and pnontios ot 
tho risk groups mvolvod, of tho com- 
munity genorally 

i3 j Considor possiblo solutions in light of 
sctontific ovidonco and community 
prorogauves . adept provontivo strat- 
egios to population groups 

(4) Analyse primary hoalth caro covor- 
ago, dosenbo rosourcos availablo and 
thoso to bo dovolopod, considor 
othor hoalth and rolatod sorvicos 
noodod 

(5} Select most foasiblo plan of action to 
produco an impact upon common 
hoalth problems and to improve com- 
munity hoalth, utilizing intordisciplin* 
ory and mtorsoctoral approaches 

it* Ciarify health and rolatod sorviuo 
functions with rolovant agoncios. 

(2) Dotermino responsibilities of othor 
community groups, including primary 
health workors and thotr support sor- 
vicos 

(3) Assist in initiating tho dovclopmont 
of rosourcos noodod to carry out 
plan, including hoalth caro. and refor- 
ral son/ices 

(4) Partictpato in carrying out tho plan, 
applying concopts of primary hoalth 
caro to groups at high risk and to tho 
community at large 

— working diroctly with targot 
groups in providing/oxtonding pri- 
mary hoalth sorvicos; 

— participating in immunization and 
caso-fmdmg campaigns, 

— giving instruction to targot groups 
m matorntty caro, family planning, 
child growth and dovolopmont, 
nutrition, hoalthful living, pre- 
vention of common disoasos, 
otc , 

— assisting in programmes training 
community hoalth workors and in* 
digonous providors of caro, 

— working with school and industrial 
managors on hoalth projocts 



o 

ERIC 



Annex 1 45 



3. Evaluation of the care plan 



Individuals 



Famillos 



Community riik groupi 



A Selection and collection 
of evaluative data 



B Review of 
lamed 



data ob 



C Analysis of data for of- 
f^cUv^nMss of cart* with 
groups concerned and 
wuh health c3re lejm 



(11 Determine what ovidonco is noodod 
to show progross oxpoctod m tho 
health stato of tho individual/pauont, 
o g , woighl chango, rocovory from 
iHnoss. rolurn to normal function, 
otc 

[2} Select measuros of hoallh bohaviour 
that indicato achiovomont of «ndi* 
vidual's caro plan 

t3)Decido what standards will bo used 

to assess caro given by providers of 

primary health caro 
(4J Plan for collection of data needed 

with individual or family members 

and with providers of care 



(1) Examine scrvico rocords and inter 
viuw persons involved to ascertain 
that caro was implomonted as plan- 
nod, note modifications in plan, 

(2) Chock complotonoss of data col- 
lected, nolo missing itoms and pos- 
sible moans of obtaining thorn 

(3) Consider offect of missing or inad- 
equate data and modifications of 
care plan on the ovaluation 

( 1 ) Exanvno mdividual/pationt ro- 
sponsostodelormino whothor antici- 
pated changes occurred in hoalth 
states and/bohaviour of individual 
under card, m koepmg with time 
framo I 

(2) Consider orient to which sorvices 
provided producod rosults observed, 
and what other mfluonces might ac- 
count for theso oulcomos 

1.3) Draw inferences from total experi- 
ence for nursing and hoalth care of 
other individuals and families gener- 
ally and for specific risk groups 



(DDotormmo md'cators of improvod 
family hoalth spocific to probloms 
idontifiod and oxpoctod caro oul- 
comos, o.g . family nutrition, produc- 
tivity, immunizations complotod 

{2) Soloct process moasuros. o,g„ bo- 
haviour affocting family hoalth and 
self-caro functions. o.g., diol, sterili- 
zation of water, uso of family plan- 
ning mothods 

(3) Oullmo standards of caro rolalod to 
family caro plan, o.g., typo, fro- 
quoncy, and placo of contacts to bo 
used in evaluating caro 

(4) Aurango for rocording and collodion 
of portmont data 



Same as for care of individual 



(1) Same as for individual but with analy- 
sis focusod on family as a unit 

<2J Look for ratios to moasuro change in 
health stales and bohaviour, i o , 
number of mombors showing desirod 
n*sponso numbor in family 



(1) Solocloulcomo measuros of commu* 
mly problems that intorvonlions are 
oimod loimprovo, o.g,, % of anlona- 
tal pationts rocoiving pronatal caro 
beforo third trimester, fonilily ratos, 
immunization ratos, % of childron 
achioving normal growth pattorns, % 
docroaso in doaths from diarrhoea, 
from cholori, or from olhor provonl« 
able disoasos 

(2) Select procoss measuros oppro- 
pnalo to hoalth plan, o.g., primary 
hoalth caro covorago, % family m« 
volvoment m community hoalth pro- 
jocts, sorvico utilization ratos, such 
as % matornity pationts rocoiving 
prenatal care boforo third trimostor. 

{3)Oolormino whit rolovanl community 
data aro routinoly available 

(4) Plan with community and caro pro- 
vidors to collect noodod informa- 
tion 

(5) Considor uso of community survoys 
for oblainingrpota not normally re- 
ported 

0) Assomblo and review rolovanl vital 
health statistics from community, 
rogion, and country roports 

(2) Chock data from sorvico rocords for 
completeness, accuracy, and va- 
lidity 

(3) Nolo dala thai aro unavailable or un« 
usuablo and adjust ovaluation ac- 
cordingly 

(l)Exammo chango in hoalth ratos sol 
oclod to dolormino tho oxlont to 
which progross is bomg mado in tar- 
get groups, in community hoalth gon- 
orally 

{2)Survoy community for extension or 
oslablishmont of primary hoaltfi and 
supporting sorvicos m accordance 
with community noods and pro- 
gramme plans 

{3) Look for mfluoncos that promotod or 
impodod dosired chango/community 
action Considor possiblo diroct and 
mdirocl rolalionships betwoon action 
lakon and hoalth outcomos 

{4) Draw inforoncos from findings and 
reportod oxponencos for program- 
mmg caro to havo mcroasod impact 
on community hoallh probloms 
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An example of using the guide 



This report by a project committee shows how one 
school of nursmg used the guide to rev ten Us baste 
curriculum. Although the report has been slightly 
shortened, no deletions have been made with respect 
lo the steps of the rex tew process or the recommen- 
dations. 

Phase 1 

After carefullv reading the introductory material, 
we held an initial meeting with the entire facultv of 
the school of nursing in order to introduce them to 
the basic concepts behind the desired curriculum 
change, and to assess their attitude towards the 
project. Fig. 1 on page 11 of the guide— "Compar- 
ison of traditional and communil) health orienta- 



tion to nursing practice*'— served as an excellent 
summary of the intended shift and was a most 
useful base for discussion, as well as an excellent 
teaching tool. 

The first meeting was successful beyond our 
expectations, the entire faculty showing great 
interest and willingness to cooperate. 

We gave a great deal of thought to the question of 
who should be involved in phase 1, in relation to 
the suggestions on page 15 of the guide. The heads 
of all educational programmes were actively 
involved from the beginning, since without their 
positive interest, the project would have been 
unfeasible. 

We presented the project to senior students and 
were gratified b> their interest and questions. When 



Table A1 . Results of examination of school objectives for characteristics of nursing 
In primary health care 





Characteristic 


Explicitly 
stated 


Implicitly 
staled 


Not 
found 


K 


Major health problems in the area 




X 




2 


Primary mothods of provonlion, treatment, and control of prevailing problems, 
togothor with tho otiology, opidemiotogy. and pathology of tho problems 


X 






3 


Maternal, infant, and child hoallh care, individual and family growth and 
development, family planning 


X 






4 


Assessment, therapoulic and rostoralivo procosses appropriate fur nursing 
practico tn the rogion 


X 






5. 


Evaluation of caro provided to individuals, familios, and community groups 


X 






6. 


Clinical/practico soltmgs for student oxpenence in tho community 
• 


X 






7 


Hoallh oducation at individual, family, and community levols 




X 




8 


Adaptation of hoallh caro to various social, cultural, and oconomic sogments of 
the population 


X 






9 


Multidisciplmary oxporionce 


X 






10. 


Means of assessing and modifying patterns of utilization of sorvices by 
various groups 




X 




11 


Training for promotion of solf-care 






X 


12 


Training of and collaboration with community health workors 






X 


13. 


Training for promotion of community participation and involvomont m 
health care 






X 


14 


Training for participation in hoalth policy formulation and decision-making in pri- 
mary health care 




X 
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we asked them to evaluate the educational focus of 
the curriculum in terms of Fig, I (page II of the 
guide), the> ver> clearly expressed the \ iew that the 
theoretical part of the curriculum included a great 
deal on primary health care but that the clinical 
experience focused on the traditional nursing role. 
(It was interesting to see that their informal c\alu- 

Table A2. Modified data collection form for review of basic nursing curriculum 



ation was borne out b> our formal one, as shown 
later.) 

We first analysed the philosophy and stated 
objectives of the school, using the listings on 
page 16 of the guide as a base, with 5ome modifi- 
cation (see Table A I). All items were classified as 
"explicitly stated", "implicitly stated" (if all mcm- 



CourMi conieni relevant 
10 primary/community 
health care 



Community health ptob.ems 

1 Coronary hoart dise3so 

2 Hypertension 

3 Accidental injuries 

4 Neoplasms 

5 Pneumonia 

6 Gasiroonioritis 

7 Viral hopatitis A 

8 Dental caries 

9 Diabetes mollitus 

10 M on tat health 

1 1 Smoking 

12 Dietary habits (overeating, juhk 
foods) 

13 Sodontary Ufa stylo 

14 Ovoruso of medication 

15 Upper respiratory infection 

16 Urinary tract infoction 

Maternal and child care 

1 7 Antenatal and postnatal cart) 

18 Congenital abnormalities 

19 Delivery, caro of tho nowborn 

20 Prematurity 

2 1 Growth and development 

22 Immunizations 

23 School health caro 

24 Adolosconco and sexual 
development 

25 Breast-fooding 

Adult health care 

26 Function, productivity 

27 Occupational health 

28 Acute iHnoss 

29 Chrome illnoss 

30 Aging procossos 

3 1 Health caro in old ago 

Family health caro 

32 Family patterns and dynamics 

33 Social relationships 

34 Culturo and health 

35 Family planning 

Community neods and participation 

36 Epidomiology, biostaustics, 
domography 

37 Health planning 

38 Primary hoalth caro 

39 Environmental health 

40 Health education 

Team care 

41 Nursing toam 

42 Interprofessional team 

Intersectoral involvement 

43 Community development 

44 Education 

45 Welfare 

46 Voluntary agencies 



Theory 



Community pracuco 



Assossntont 
of noeds 



I I 



Implementa- 
tion 



£ u. 



Evaluation 



Comments 
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bcrs of the project team agreed), or "no; found". It 
was found that items II. 12, and 13 in Table A I 
were not included in the objectives of the school, 
i,c,. that the issues of self-care, training of pnmar> 
health care workers, and community participation 
were not addressed. 

The next task was to develop a data collection 
form, based un the example on page 1 8 of the guide 
(sec Table A2), We made several modifications as 
follows: 

1. We felt that it was not enough to check if 
theory in the various content areas was covered, but 
that it was important to examine certain elements 
of theory that are relevant to the primary 'commu- 
nity health approach. We therefore divided the 
theory component into 5 subcomponents: 

(a) incidence and distribution of the health 

problem or subject (risk groups); 
(/>) health promotion; 
(c) prevention; 
{d) care; 

(<») rehabilitation. 

We decided that, with regard to (a), it was essen- 
tial that theory include the epidemiology of health 
and 'illness (as noted in the footnote to Table I. 
p. 1$) and that the incidence and distribution of 
various health problems and conditions should be 
specifically taught so that nursing practice can take 
account of these factors in terms of identification of 
risk groups and allocation of priorities. Therefore, 
epidemiological aspects were included as a theory 
subcomponent, and epidemiology was also 
included in the u ntcnt areas under community 
needs/participation. 

We also fell it was important to examine the 
extent to which prevention is included in the sub- 
ject matter for each content area. For example, one 
of our common health problems is coronary heart 
disease. Although students may be taught about 
care of the patient who has had a myocardial infarc^ 
lion, such theory would have little relevance for 
primary community health. The theory should 
include information about incidence and preva- 
lence of this disease and its risk factors, and the 
value of intervention at all levels of prevention. 
Thus, by examining the curriculum for these 
aspects, we obtained a clearer picture of whether the 
theory taught was relevant to the desired approach, 
and were better able to pinpoint weak points in the 
theoretical aspect of the curriculum, 

2. We also modified the community practice 
component of the data collection form. 



We felt that it was important to determine 
whether students had the opportunity to carry out 
each step of assessment, implementation, and 
evaluation with individuals, families, and aggre- 
gates, (We use the word "aggregates" rather than 
"communities** because we feel it is less am- 
biguous,) 

W c arc aware that these modifications of the data 
collection form make it more complex, but we think 
they make it more useful in pinpointing specific 
areas relevant to primary/community nursing that 
may be weak in the curriculum and require expan- 
sion. 

Some of the members of our committee had 
reservations as to whether these categories were 
equally relevant to all content areas on the form. 
They seemed most useful for common health prob- 
lems, maternal and child health, and adult health 
care, and hard to relate to family health care, com- 
munity needs/participation, team care, and intcr- 
sectoral involvement. 

3, The next step was to adapt the list of common 
health problems to our local situation. We did this 
by examining our national vital statistics for major 
causes of mortality and hospitalization, in consul- 
tation with epidemiologists, maternal and child 
health specialists, primary care experts, etc. 

4, In the content area of maternal and child 
health, we added breast-feeding, congenital abnor- 
malities and school health care. 

5, Under adult health care, we added occupa- 
tional health and health care of the aged, 

6, Under family health care, we changed health 
care patterns to family patterns and dynamics and 
added the item of culture and health. Our society is 
made up of people from different cultural back- 
grounds and the primary health care prov ider must 
be sensitive to the effect of culture on health and 
illness states and health beliefs and practices. 

7, Under community needs and participation, 
we added an element covering epidemiology, bio- 
statistics. and demography, since these subjects 
ap|/earcd lowhere else and we think they are essen- 
tial components for primary, community health 
care in any setting. 

8, We changed the items under intcrscctoral 
involvement to those relevant to our setting, and 
included education, welfare, and voluntary agen- 
cies, 

9, We changed the order of the content areas to 
one that seemed more logical to us. i,e„ maternal 
and child health and adult health after common 
health problems, followed by family and then com- 
munity sections. 
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Pretesting of the data . Election form with sev- 
eral teachers led to sceral additional minor 
changes, which are not uctaiko hero. 



Data collection 

We used several methods to collect the data, 
based on the suggestions on pages !S-20 of the 
guide. Some personal interviews were conducted, 
but the bulk of the data was collected by direct 
reporting from teachers. We handed out th? data 
collection form at a meeting and answered any 
questions at that point. The teachers were told that 
they could consult members of the committee at 
any time with further questions. 

Data editing 

We checked the returned forms against the 
written courv "hjccti\cs and whenever we found 
major discrepancies between objectives and con- 
tent we interviewed ihe \*ichers to determine the 
reasons. 



Summarizing the data 

After the data collection forms had been com- 
pleted by the leathers, the project team held several 
meetings to decide on how to summarize and ana- 
lyse the data. It was decided that one point would be 
given for each check, thus, the maximum score for 
theor> components was 5 and the maximum scurc 
lor practice components was 9, 

Table \3 summarizes theory and practice scores 
for each course rev ievved. and shows the percentage 
of the total possible scores obtained b> each course 
for each content area. It is immediate!} evident 
that, with very few exceptions, a higher percentage 
s^ore is achieved for lheor> than for practice in each 
content area. 

This table was used in meeting with each teacher 
to point out and clarify gaps that could be im- 
mediate!) remedied. For example, item 18 (con- 
genital abnormalities) is not checked for the course 
"Nursing the individual and family in the 
community", although we know there is a country- 
wide programme for ear!) detection and pre v ention 
of congenital abnormalities, this subject should 
certainly be included in this course. 

There is no single item that is not checked at all. 
..c ever> subject considered relevant for pnmar> 
health care received some attention in the curricu- 
lum. However, this table helps to pinpoint weak- 
nesses in certain items, e.g.. item L coronary heart 



disease, which is a major health problem in our 
society, scores ver> low in practice and could cer- 
tainlv be integrated into health education and acute 
and chronic disease. The same may be said for item 
(\ gastroenteritis. 

The high theory scorer achieved by course A may 
be explained by noting that this basic introductory 
course touches superficial!) on most subjects. This 
iHustratcs one of the shortcomings of this kind of 
t'urriculum review, 

The fact that practice in family health care was 
checked for only one course may be explained by 
the observation that this subject is integral to other 
content areas, sueh as maternal and child health 
and adult health care. 

Most surprisingly, item 38, primary health care, 
received only 4 practice points, which leads us to 
question the validity of this item as it stands, since 
most oul-of-hospiial practice takes place in pri- 
mary care sellings. 

Table A3 is loo detailed lo allow generalisation 
and served mainly to point out specific gaps to be 
reviewed with individual teachers. Tables A4 and 
\5 were thus prepared to summarize and elaborate 
on this information, 

Table A4 shows the average percentage theon 
and practice scores achiev ed for each content area. 
The figures were computed by adding the scores 
achieved bv each course for each content area and 
eluding bv the number of courses reviewed (S). 
The weakness of communit) practice is lmmedi- 
atel) evident. The priority item in curriculum 
change seems to us to be the strengthening of out- 
of-hospital practice opportunities in the content 
area of common health problems, since this must 
be the basis Kir pnmar> health care. The possible 
reasons for the low practice scores in family health 
care have already been mentioned, but the practice 
content of the other areas (except possibly team 
care) needs lo be more closely examined and 
strengthened. 

Table A5 is based on Table 4 on page 22 of the 
guide and summarizes the percentage theory score 
(for all content areas) for each course, and percent- 
age practice score and practice component scores 
achieved by each course. The introductory and two 
fundamental courses (courses A and B) have little 
potential for increasing their practice components 
because of their specific nature. Course C has the 
highest percentage practice score and is well bal- 
anced in practice components, there is probably 
little potential for improvement. Course D needs to 
be strengthened in the area of community practice 
m general and for all components, there is potential 
for such change. Course E has almost no commu- 
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Table A3. Summary of course content relevant to primary/community health care 



Course content r#i«v«flt to 
pttTWY/communrty rwafth c«re 


IncWidus? tourte scores * 


Total 
po»»4>l« 
score 

T» P» 


Course 
A 

T P 


Course 
8 

T P 


Course 

c 

T P 


Course 
D 

T P 


Course 
£ 

T P 


Course 
f 

T t 


Court* 

G 

T P 


Course 
II 

T P 


Common htatth problems 

1 Coronary heart diseaso 

2 Hypertension 

3 Accidental injuries 

4 Neoplasms 

5 Pneumonia 

6 Ga it roe n tonus 

7 Viral hepatitis A 

8 Oontal caries 

9 Die bet os mellttus 

10 Mental health 

1 1 Smoking 

12 Dietary habits 

13 Sedentary life stylo 

14 Overuse of medication 

15 Upper respiratory infection 

16 Urinary tract infection 




5 2 

5 

5 

• 5 
5 
5 
5 
5 
5 
5 
5 

5 2 
5 2 
5 2 
5 2 
5 


5 
5 


4 2 
3 7 

3 3 

3 2 
2 2 

4 2 
4 2 

3 


5 

5 2 
5 

5 3 
5 2 
5 2 
5 

5 3 

2 
5 
2 
4 

4 2 

5 2 


3 

3 
3 
3 
3 

3 


4 3 
4 3 
4 3 
4 3 
3 
3 
3 

3 3 

4 3 
3 3 
2 3 
2 

2 

2 3 

2 

2 


4 7 


2 
2 
2 

2 
2 

2 
2 


_. . No 
Tolal ^ 


80 144 


80 10 
100 7 


38 
48 


23 23 
29 16 


62 16 
78 11 


18 
23 


47 27 
59 19 


4 7 

5 5 


14 
18 


Maternal and child care 

17 Antenatal and postnatal caro 

19 Delivery, care of the newborn 

20 Prematurity 

2 1 Growth and development 

22 Immunizations 

23 School health caro 

24 Adolesconce and sexual devolopmonl 

25 Broasl'foedmg 




5 2 
5 2 
5 

5 2 
5 2 
5 2 
5 
5 
5 




4 6 

4 6 

4 6 

5 7 
4 3 
4 4 
5 

4 6 


5 
5 
5 
5 

5 1 
2 
5 
3 


5 2 
5 
5 
5 

5 


3 3 

3 3 

2 3 
2 

3 3 
3 3 




2 


T . , No 
Total ^ 


45 81 


45 10 
100 12 




34 38 
76 47 


35 1 
78 1 


25 2 
56 2 


ID tO 

36 19 




2 


Adult health care 

26 Function, productivity 

27 Occupational health 

28 Acute illness 

29 Chronic illness 

30 Aging procosses 

3 1 Health care in old age 




5 
5 
5 
5 

5 2 


5 

5 
5 
5 
5 


5 6 
5 

1 

4 2 


5 4 
5 6 

5 6 


2 

4 2 

3 2 

t 

2 


3 3 
3 3 
2 

3 3 

3 3 

4 3 


5 5 
5 5 
5 4 
5 3 




Total ^ 


30 54 


25 2 
83 4 


25 
83 


15 8 
50 15 


15 16 
50 30 


12 4 
40 7 


18 15 
60 28 


20 17 
66 31 




Family health care 

32 Family patterns and dynamics 

33 Social relationships 

34 Culture and health 

35 Family planning 




5 
5 
5 
5 




4 6 

4 

4 

3 4 


4 

4 
4 
4 


5 
1 
5 
5 


1 
1 
1 






Total 5° 


20 36 


20 
100 




15 10 
75 28 


16 
60 


16 
53 


3 
15 






Community needs/participation 

36 Epidemiology, biostatistics. demography 

37 Health planning 

38 Primary health care 

39 Environmental health 

40 Hoalth education 




5 
5 
5 
5 
5 


4 

4 
4 


4 
4 

1 6 


4 
4 

4 4 
4 


1 
3 

3 


2 3 
4 3 

3 3 

4 3 


4 6 
4 6 


5 6 


r . I NO 

Total % 


OC AC 

25 45 


25 
100 


12 
48 


9 6 
36 13 


16 4 
64 9 


7 
28 


13 12 
52 27 


8 12 
32 27 


5 6 
20 13 


Team care 

4 1 Nursing learn 

42 Interprofessional team 




5 2 
5 2 


4 
4 


6 
6 


4 6 
4 6 


4 


4 
4 


5 9 
5 9 




Tout £° 


10 18 


10 4 
100 22 


8 
80 


12 
67 


8 12 
80 67 


4 

40 


8 
80 


10 18 
100 100 





• Courts A ImroAjcbon to nursing . Convnumcjiions , Fun£*mtmjls of nur s*>g 1 
Course B Fundament*!* of nursing 2 
Cou/mC Norung the indrvxiueJ »od fimrfy n the conyrxxviy 
CoutmD f***mg in Kut* and chronic dt*se»e 
Course E The women in the fertfcty cycle 
Course F Community h*»rth nursing. 
Course G Ptychatnc nursing 
Courss H ' H#*hh teaching forth •ducsbon 




Annex 2 51 



IfKkvxJu*) court* tcorts 



Court* conitm r*tev*nl xo 
Pfinwy/commgcvty forth cv* 


Total 
po»nW# 


Court* 
A 


Court* 
B 


Court* 

C 


Court* 
0 


Court* 
E 


Court* 
F 


Court* 

G 


Court* 
H 




T P 


T P 


T P 


T P 


1 r 


T D 

1 r 


T P 


T P 


T P 


Intersectoral Involvement 

43 Community development 

44 Education 

45 Welfare 

46 Voluntary egoncies 




5 
5 
5 


4 
4 


6 
6 
2 


4 
4 
4 






5 

4 1 


4 


Total £° 


20 36 


15 
75 


8 
40 


14 

39 


12 
60 






9 1 

48 3 


4 
20 



Table A4. Average of percentage scores achieved for each content 
area 



Courso consent retovanl to primary health caro 



Common health problem* 
Maternal and child caro 
Adult health caro 
Family hoalth care 
Community nooda/pcfttcipation 
Team caro 

Intorsoctorol mvolvomont 



Theory 



44.5 
43.8 
54 1 
40 4 
47 5 
60 
30 



Practico 



7 25 
10 1 
14 4 

35 
11.1 
31.9 

53 



nity practice and this bears some explanation. In 
the particular framework of services in the country, 
midwifery is hospital-based and midwives deliver 
most babies - virtually all deliveries arc in hospital. 
Public health nurses are responsible for prenatal 
and well-baby care, so there is a strong maternal 
and child care component in course C (sec 
Table A3). However, it seems to us that course E 
could still be strengthened in community practice, 
perhaps by the students following a family into the 
community aficr a hospital birth. 

Course F focuses on assessment, intervention, 
and evaluation of a health problem in an aggregate, 
and there is no potential for increasing community 
practice, which is already maximal. Course G 
requires further assessment of both theory and 



practice content. The low score obtained by course 
H was unexpected, since one would expect the sub- 
ject matter of health education and health teaching 
to contain a substantial amount of material rele- 
vant to primary health care, in addition, the teacher 
of this course has a public health background and 
orientation. 

Tables A6 and A7 show the relative distribution 
of the theory and practice subcomponents. This 
was computed by dividing the score for each sub- 
component by the total theory or practice score 
achieved for that content area (e.g.. tl.e incidence 
and distribution theory subcomponent for 
common health problems scored 76 points, this 
store was divided by the total theory score for that 
content area (286) showing that 26.6% of total 



Table A5. Scope of instruction in courses re -towed for community heakh content 



Component 
of instruction 


Content items 
included m 
courses 




Total 
possiblo * 
score 








Individual course scores 








A* 


B 


C 


0 


E 


F 


G 


H 


Total theory 




No 


230 


220 


91 


96 


164 


82 


105 


51 


25 






% 




95 7 


39.5 


41 7 


71 3 


35 6 


45.6 


22 1 


10 8 


Total commurvty practice 




No 


414 


26 




111 


49 


6 


69 


55 


6 






% 




6.2 




26.8 


118 


1 4 


16.6 


13.2 


1 4 


Practice components 
























Need assessment 




No 


138 


26 


0 


39 


14 


4 


23 


21 


2 






% 




16.8 




28.2 


10 1 


28 


16.6 


15 2 


1 4 


ImpJcmentaton 




No 


138 


0 


0 


34 


19 


2 


23 


18 


2 






% 








24 6 


13 7 


1 4 


16 6 


13 


1 4 


Evaluation 




No 


138 


0 


0 


38 


16 




23 


16 


2 






% 








27 5 


11 5 




16.6 


115 


1 4 



* For court* ntm*t, t** T*U« A3 
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iheorj m ihc conlcnt u^ea was devoted lo this sub- 
componeni). 

The relative distribution of total scores in i able 
An shows thai the incidence and distribution sub- 
component had the highest score (24%) followed 
eloselv b\ the prevention subcomponent (2X1%). 
The rehabilitation subconiponc. scored lowest 
{ ! 2 S°«>) This trend was also seen for the common 
heal^ problems, maternal and child health, and 
famiiv health care content areas. In the adult health 
care area, the promotion subcomponent was 
shghllv higher than prevention, but the trend was 
essentially the same. However, the picture is 
shghllv dilVerent for the remaining three content 
areas. The implications of this are unclear since, as 
mentioned before* the apphcabilit) of these sub- 
components to each specific content area is some- 
what problematic. 

I able A? shows that, for practice components, 
iHl highest v. ore was in the assessment component 
<4 l f, »i) and the lowest in evaluation (27°b). This pat- 
tern is seen m mdiv idual content areas whereas the 
iriersectoral in\ol\cmentarea shows a variant pat- 
tern. 

Examination of the indi\ idual, famiK, and aggre- 
gate subcomponents shows that the highest score in 
each component is at the individual level. In the 
rrstcvennon component, the familv and aggregate 
subcomponents arc similar, and for evaluation, the 
aggregate subcomponent is somewhat higher than 
the familv one It should be noted that in the familv 
health care content area there is no practice at the 
aggregate level in anv of the components. 



Summary and additional comments on 
phase 1 

In general terms the review showed that. 

1. The school objectives needed revision. Onlv 
half of the desired characteristics were explicit in 
the school's philosoph) and slated objectives. The 
areas of self-care and communitv participation 
needed special attention, 

2. The theory content relevant to primary health 
care was relatively satisfactory and the theory sub- 
components seemed to be fairly well balanced, 
including epidemiological elements and the dif- 
ferent levels of prevention, 

3. Out-of-hospital practice needed strengthening 
in almost all content areas, and particular!) in pri- 
mary care of common health problems. The prac- 
tice subcomponent of evaluation was weakest, and 
practice at the aggregate level needed strength- 
ening. 

Individual courses with potential for change were 
identified, it is important to point out ihat this 
could not be done merely by looking at the data in 
the tables. Consideration had to be given to each 
course within the context of the entire curriculum. 
Finally, the potential for immediate change was 
determined b> discussing the outcome of the rev icw 
with individual U-aehci* or heads of courses. 

It ma> be ickvant to point out that a process of 
review in itself mav cause some measure of change 
at the level of individual courses as teachers' con- 
sciousness of the subject is raised, 



Table A6 Distnbution of total theory component scores in each major community health content area 



f.* it, r. <> \.h 'J c 



Tot.: 



ubcompon»T>t 


r 










Rehabilita- 


Total 






Promotion 


Prfvorwon 


Cant 






(r*k> 




tion 


scoro 


















No 




76 


55 


73 


48 


34 


286 


% 


h 


26 6 


192 


25 5 


16 7 


118 


100% 


No 




37 


33 


33 


30 


24 


157 


% 




23 6 


21 


21 


19 1 


153 


100% 


No 




29 


28 


24 


25 


24 


130 




L 


22 3 


21 5 


185 


192 


18 5 


100% 


No 




18 


15 


17 


13 


7 


70 






25 7 


21 4 


24 3 


186 


10 


100% 


No 




19 


25 


25 


17 


9 


95 






20 


26 3 


26 3 


18 


94 


100% 


No 




11 


11 


11 


11 


4 


48 


*> 




22 9 


22 9 


22 9 


22 9 


83 


100% 


No 




to 


11 


11 


11 


5 


48 


% 




20 8 


22 9 


22 9 


22 9 


104 


100% 






200 


178 


•194 


155 


107 


834 






24 


21 3 


23 3 


18.6 


12 8 


100% 
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Table A7. Distribution of total practice component scores in each major community health content area 



>^ Pracuco subcornpononl 




Assossmont 






Intorvontion 






Evaluation 






Coniont area \. 




1 

> 

■a 

£ 


1 

£ 


© 

ra 
o 

8 
o> 

< 


! 


1 

at 
> 

I 


1 

a 

LL 


© 

s 

cn 
< 


o 


3 
E 

C 


>■ 

1 
*» 

Urn 


c 

fj 
© 

< 




Total 


Common health problems 


15 


8 


11 


34 

«*U.iJ ?0 


15 


3 


9 


27 

J/.O 70 


11 


2 


9 


22 

26,5% 


83 

100% 


Matornal and child caro 


14 


11 


7 


32 

AO AOL 
HO.** 70 


7 


5 


6 


18 

27.2% 


6 


5 


5 


16 

24.2% 


66 

100% 


Adult hoalth caro 


12 


9 


5 


26 


3 


6 


5 


20 


8 


3 


5 


16 

25, 070 


62 

100% 


Family health caro 


2 


2 




4 

«*U 70 


2 


1 


- 


3 


2 


t 


- 


3 


10 
100% 


Community noods and participation 


5 


4 


5 


14 

O J A) 


5 


4 


5 


14 

JO 7* 


4 


3 


5 


12 
30% 


40 

100% 


Toam caro 


8 


8 


2 


18 

39.1% 


6 


6 


2 


14 

304% 


4 


6 


4 


14 

30.4% 


46 

100% 


Intorsoctoral involvomont 


2 


2 




4 

26 7% 


3 


3 


t 


7 

46.7% 


2 


2 




4 

26.7% 


15 
100% 


Total 


No 
% 


58 
18 


44 
137 


30 

9.3 


132 
41 


47 
14 6 


28 

8.7 


28 
8.7 


103 
32 


37 
11.5 


22 

6.8 


28 
87 


87 
27 


322 
100 



Phase II: Developing a plan for change 

We have not completed phase II and can.rcport 
only on the initial steps taken. In this phase, we 
followed the guide less closely than in phase I, since 
the curriculum review itself provided an impetus 
that we thought opportune to follow. 

Teachers became aware of shortcomings in indi- 
vidual courses and some course-level changes are 
already in operation. At this stage we arc still 
meeting with individual teachers to explore pos- 
sible course-level changes based on the findings of 
the review. 

As it was clear that the major general change 
required was to augment clinical practice in the 
community, and most specifically in the area of 
common health problems, it was decided to pro- 
vide clinical experience in primary care clinics in 
the final year, at which time the students could 
function fairly independently. Service personnel 
were more than ready to accept students, since they 
were aware that having students raises their status, 
help* them to improve service, and may serve to 
attract recent graduates. 



The first group of students recently finished this 
part of the course and a report at the last faculty 
meeting was most gratifying. Students stated 
specifically that they felt they really had a greater 
opportunity to practise what they had been taught 
than in most of their other clinical experiences. This 
again bears out the gap between theory and practice 
shown by the review. They also felt that it would 
have been helpful to have followed a specific family 
during this time, and it was decided to accept this 
suggestion, since the "family" component was 
shown by the review to need strengthening. 

It was also decided to add a short theoretical 
introduction to this experience, which would serve 
to integrate and strengthen primary health care 
aspects of the curriculum. 

We have begun cooperating with primary care 
services to upgrade nurses in the field through spe- 
cial in-service education sessions. It is hoped that 
through this process and formal higher education of 
service providers, certain nurses in the field will be 
able to guide and supervise students satisfactorily 
in primary health care settings. 
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With the reorientation of health systems . 
towards primary health carei the role of the nurse 
is undergoing imrwrtant^cfiajn^ 
involve a shift in emphasis* from cixtm^aigt of 
individuals to a* considerat^.o^|£ji^& care 
needs of the community* h WrucfS?- tn#t basic 

nureing^ucation i^5gram&^^^ 
by providing experience tn thd commumty health 
setting. The programmes should Tje cpmm unity- 
based and community-oriertted, and should include 
learning experiences in identifying and solving 
individual and community problems through team- 
work and intersectoral collaboration. > . 
•; This guide describei:a systematic procedure 
for reviewing a basic nursing curritulum, iden- ' 
tifying th« changes needecl/and developing anil, 
implementing a plan for bringing about these 
changes. It also examines the. techniques that 
should be uses' to evaluate the plan and to deter- 
mine hoW far the revised curriculum ia 'relevant 
to the health needs of the community. : 
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